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ABSTRACT
SURVEY ON COMMUNITY MENTAL HEALTH SERVICES
MANPOWER FOR ASIAN AND PACIFIC AMERICANS
May, 1983
Evelyn Lee, B.A., Chinese University,
M.S.S.A, Case Western Reserve University,
Ed.D.
,
University of Massachusetts
Directed by: Dr. Sheryl Riechmann
A review of the literature reveals the importance of
increasing the available bilingual, bicultural manpower to
meet the mental health needs of the Asian and Pacific
Americans (AAPA) . Current lack of AAPA manpower data was
noted in the review. This study provides a profile of the
demographic characteristics, job functions, professional
pathway and training background of the Asian and Pacific
American mental health providers in the City and County
of San Francisco.
Ninety six AAPA mental health providers who worked or
trained in City-operated or City-contracted agencies
participated in the mail-questionnaire survey. Response
rate was 72.2% of all who were sampled.
The findings indicated that there was an underrepre-
sentation of bilingual AAPA mental health providers to
serve the emerging immigrant and refugee populations.
vi
While there was a sizable number of bilingual providers,
their specific language abilities were underutilized in
treating clients that required such language skills. Most
of the direct care were provided by social workers,
community mental health workers, and nurses. The majority
of the providers received their highest degree and training
in California. Very few training institutions included
AAPA content as part of the curriculum. Overall, the
majority of the AAPA mental health providers reported
satisfaction with their work. Opportunities to work with
and to learn about AAPA clients were cited as important
factors in job satisfaction.
In addition to the survey, a case study of a mental
health center was conducted to demonstrate a goodness-of-
fit between the AAPA professional manpower and the mental
health services demand in the City and County of San
Francisco
.
The final section presented a summary of the main
findings and recommendations for AAPA manpower programs.
Some cautions and limitations of this study were noted.
vi i
TABLE OF CONTENTS
CHAPTER I. Introduction 1
Nature of Asian and Pacific American
Manpower Problem 1
Asian and Pacific Americans Defined 4
Significance of the Problem 6
Rationale for the Study 8
Research Aims and Hypotheses 12
Summary 16
CHAPTER II. Review of the Literature 17
Mental Health Services Issues 17
Mental Health Manpower Issues 35
CHAPTER III. Method 70
Introduction 70
Part I: Survey on Community Mental Health
Services Manpower for AAPA 70
Part II: Case Study 91
CHAPTER IV. Results: Survey on Community Mental
Health Service Manpower for Asian/Pacific Americans. 98
Hypothesis 1 98
Hypothesis 2
Hypothesis 3
Hypothesis 4 125
Hypothesis 5
Hypothesis 6
vi i i
146
Summary
CHAPTER V. Results: Case Study Findings 158
Introduction
Findings
Conclusion 189
CHAPTER VI. Discussion and Implications 193
Review of Major Purposes of the Study 193
Summary of Main Findings 194
Limitation of the Study 199
Implications of Findings 201
Recommendations for Alternative Actions 210
Summary 222
REFERENCES 224
APPENDICES 241
Appendix A 242
Appendix B 244
Appendix C 2 54
Appendix D 266
Appendix 267
Appendix 268
Appendix 269
IX
LIST OF TABLES
Table 1. Number and Return Rate of Respondents 75
Table 2. Comparison on Sex of Respondents to
Total Number of Providers Receiving
Questionnaires
Table 3. Comparison on Ethnicity of Respondents
to Total Number of Providers Receiving
Questionnaires 78
Table 4. Comparison on Discipline of Respondents
to Total Number of Providers Receiving
Questionnaires 79
Table 5. Demographic Measures 80
Table 6. Number of Asian/Pacific American
Providers by Ethnicity 99
Table 7. Program Utilization for San Francisco
Asian/Pacific American Agencies 101
Table 8. Educational Background of Emerging
Asian/Pacific American Populations 105
Table 9. Educational Background of Emerging
Asian/Pacific Providers by Degree 106
Table 10. Position Title of Emerging Asian/
Pacific American Providers 107
Table 11. Self-Appraisal of Speaking and
Reading/Writing Skills 112
Table 12. Frequency of Language Use With Client 114
Table 13. Frequency of Language Use With Client
by Job Title 115
Table 14. Frequency of Language Use With Client
by Job Functions 118
Table 15. Employment Status by Current Position
Title (1) 120
x
Table 16. Employment Status by Current Position
Title (2)
Table 17. Percent of Direct Client Care
by Discipline 123
Table 18. Age of Respondents by Job Titles 126
Table 19. Age of Respondents by Sex 127
Table 20. Age of Respondents by Ethnic Background 128
Table 21. Years of Employment in Mental Health
by Ethnic Background 130
Table 22. Years of Employment in Mental Health
by Current Position Title 132
Table 23. Educational Level by Ethnic Background 137
Table 24. Location of Training Institutions
by Degree 139
Table 25. Location of Graduate and Undergraduate
Studies 140
Table 26. Location of Post-Graduate Studies by
Position Title 142
Table 27. Educational Level by Current
Position Title 143
Table 28. Location of Graduate Studies by
Position Title 144
Table 29. Location of Undergraduate Studies
by Position Title 145
Table 30. Satisfaction Factors Identified
by Providers 148
Table 31. Dissatisfaction Factors Identified
by Providers 149
Table 32. Employment Status by Job Satisfaction 151
Table 33. Sex by Job Satisfaction 152
xi
Table 34. Job Position by Job Satisfaction 153
Table 35. Ethnicity by Job Satisfaction 154
Table 36. Job Function in Agency by
Job Satisfaction
Table 37. Years of Employment in Mental Health
by Job Satisfaction 156
Table 38. Staffing and Personnel Configurations
of RAMS
xii
LIST OF FIGURES
Figure A. Map of Community Mental Health
Center in San Francisco 272
Figure B. Population of the Richmond District 273
Figure C. Program Structure 274
Figure D. Table of Organization 275
Figure E. Functional Model 276
Figure F. Logic Model 277
Figure G. Data Flow and System Components 278
Figure H. Measurement Model 2 79
xiii
CHAPTER I
INTRODUCTION
Nature of Asian and Pacific American
Manpower Problem
It has only been within the past few years that Asian
and Pacific Americans have received national attention with
regard to the mental health needs of their communities.
Wong (1977, 1981) documents and provides some explanation:
in 1970, Elliot Richardson, then Secretary of the Depart-
ment of Health, Education, and Welfare established the
Center for Minority Group Mental Health within the National
Institute of Mental Health (NIMH) . Although the Center was
to serve all minority groups (that is, Asian and Pacific
Americans, American Indians, Blacks and Hispanics) , no
emphasis nor program was earmarked for Asian and Pacific
Americans in its initial design and inception. It was not
until 1972 that some of the concerns of Asian and Pacific
Americans for mental health services and manpower needs were
voiced to NIMH at the first National Asian American Mental
Health Conference in San Francisco. Unfortunately, since
Asian and Pacific Americans were not involved in an over-
all plan for the national development of programs and
manpower training, many of the programs that evolved lacked
1
2(1) coordination to other programs, (2) continuity of
efforts, and (3) multiplication of efforts toward some
un ifi- ed and agreed upon community, regional or national
objectives. Haphazard and fragmented efforts characterized
the field. It was not until the President's Commission on
Mental Health ( Task Panel Reports
, 1978)
,
that a unified
statement of manpower and service needs was made. One
conclusion by the Asian and Pacific American Task Panel
Report (1978) was that there did not exist sufficient
information on Asian and Pacific American mental health
manpower to be able to characterize the field in terms of
needs, production, training and participation in serving
Asian and Pacific American communities.
Currently, there still exist no representative data
on the mental health services manpower available to Asian
and Pacific Americans. In 1974, the National Institute of
Mental Health had attempted a survey study to document
these manpower resources among ethnic-minority providers,
but had to abandon the analysis and interpretation of
findings because of an extremely low response rate. Collec-
tion of data on a national level has been fraught with
problems. However, without such national or^ representa-
tively sampled data on available manpower, training, and
expertise, it is next to impossible to accurately project,
design, train and administer mental health manpower
3production and training programs and to develop plans for
mental health services staffing patterns. The extent and
degree of manpower need cannot be assessed without knowing
this baseline information for any geographic area. Further-
more, knowing the number of professionals and nonprofession-
als that are Asian and Pacific Americans will not allow us
sufficient information to determine if they are currently,
in the future, or in the past serving Asian and Pacific
American populations.
A clear need exists for data on the nature and extent
of mental health manpower for Asian and Pacific Americans.
As mentioned previously, nationwide survey efforts have
proven unsuccessful. Therefore, the current study explores
a selected sample of the kind, number, background, training
and function of the Asian and Pacific American mental
health manpower for serving Asian and Pacific Americans.
The richest available data source was chosen for this
initial study. This was the City and County of San
Francisco where the Asian and Pacific American populations
constitute 21.7% of the City, the largest proportion within
a geographic municipality in any major urban area in the
United States.
4Asian and Pacific Americans Defined
As indicated in the Report to the President from the
President's Commission on Mental Health (Task Panel Report,
Volume III, 1978)
,
"Asian and Pacific Americans are one of
the most complex, diverse, and misunderstood minority
groups in the United States." Between the two census of
1970 to 1980, the Bureau of the Census (1981) reports that
the Asian and Pacific American (hereafter referred to as
"AAPA" ) population experienced considerable growth. From
1.5 million persons in 1970, the AAPA population increased
to over 3.5 million in 1980, an increase of over 128%
(Kim, 1981) . Although the AAPA population constitutes
only 1.5% of the total population nationally, the propor-
tion varies greatly by region and state. The largest
number of AAPA is found in the State of California,
1,253,987 persons or 36% of the total, followed by Hawaii,
583,660 persons (17%); New York, 310,531 persons (9%); and
Illinois, 159,551 persons (5%). According to the 1980
Census of population by city within EEOC District Boundar-
ies (U.S. Department of Commerce, 1981), several major
cities have high concentrations of AAPA populations: San
Francisco, 25%; San Jose and Los Angeles, 17%; Oakland and
San Diego, 13%; and New York City, 12%. Currently, it is
estimated that 60% of all Chinese Americans, 70-6 of all
5Pilipino Americans, 90% of all Korean Americans, and
nearly 100% of the Southeast Asians are first generation
AAPAs and, as such, constitute epidemiologically high risk
populations (Murase et al
. ,
1981).
According to Wong (1982), at least 32 distinct ethnic
and cultural groups might be listed under the term "Asian
and Pacific American" (Appendix A) . Morishima (1978) pro-
vides a more formal definition, that is, Asian and Pacific
Americans constitute:
...at least the following: (1) the descen-
dants of immigrants from China, Japan, Korea,
the Philippines, Southeast Asia (Thailand,
Vietnam), East Asia (Tibet, Ryukyu Islands)
and Oceania (Samoa, Guam) ; (2) immigrants
from those areas in Asia; and (3) children
of 'mixed' marriages where one of the
parents was Asian American. ...Given the
diversity of languages, norms, mores and
immigrant/American born status, which is
lacking, aggregations into one category is
similar to aggregating the Irish, the Poles,
the Swedes and the Italians into one group -
European - ignoring the vast language and
cultural differences.
In addition to the marked between-group differences
existing among the various Asian and Pacific ethnic groups,
individuals within these groups can still further exhibit
very diverse within-ethnic-group differences as well. For
example, the Chinese who come from Mainland China, Hong
Kong, Vietnam, Taiwan, or other countries are very different
in their native dialects, social-political identification,
6immigration patterns, economic status, religion, educa-
tional background, and degree of acculturation and so
forth. The third and fourth generation Japanese are very
different from the newly arrived immigrants from Japan.
As such, the 3.5 million Asian and Pacific Americans in
the United States represent very diverse populations with
vastly different but specific needs and specific demands
for services.
Significance of the Problem
This study will provide the first available data on
which and what kind of AAPA mental health manpower are
available to provide services to an AAPA community in a
large urban city. As will be noted in Chapter II, the
current AAPA population are characterized by: (1) a
continuing and phenomenal increase of populations; (2) a
large number of high-risk and vulnerable AAPA new immigrant
and refugee groups; (3) a definite lack of adequate mental
health resources and services; (4) a projected increase in
mental health service demands. Furthermore, in the man-
power development and training areas , the documented
evidence seems to show that AAPAs , like other minority
groups in the United States, remain greatly under-
represented in the mental health disciplines . Without a
7systematic and planned for procedure in manpower develop-
ment and training in the coming decade, the resources that
are needed for mental health services for Asian and Pacific
Americans will be underdeveloped. The unmet mental health
needs and gaps in services, without such resources, will
be exponentiated.
In recent years, some national data are available on
the number and the type of training background of AAPA
providers. However, the central and key question that has
been left unaddressed is whether AAPA providers are
serving AAPA populations. Although in one case we may be
merely documenting the effects of affirmative action for
AAPA providers (that is, there are more of them in the
field)
,
our real interest, and the significant problem to
be addressed in this study is appropriate deployment of
AAPA providers (that is, whether their skills are utilized
in AAPA communities)
.
Another significant aspect of this study is the gather-
ing of information necessary to understand the motivation
and pathway of the current providers who are serving AAPA
communities. Such knowledge will enable mental health
programs to use the information for the purpose of
attracting, identifying, recruiting and evaluating future
AAPA providers to serve in the AAPA manpower shortage areas.
Finally, in order to have adequately prepared and
8trained AAPA providers, we must understand the kinds of
training experiences, internship, and programs that indiv-
iduals have previously undergone. In this way, we can
make recommendations for the training and the development
of future AAPA personnel.
Rationale for the Study
Previous attempts to gather national data on AAPA and
other minority mental health providers have been unsuccess-
ful. In this study, our attempt has been to focus and to
concentrate our efforts on one particular geographical
area, rather than to attempt a national or regional research,
to study the AAPA manpower issues. Our rationale for
selecting the City and County of San Francisco is based
upon the following very unique properties found in this
particular area which are not available anywhere else in
the United States.
First, the City has the highest concentration of AAPA
population in comparison with other major urban cities in
the U.S. According to the 1980 Census, San Francisco is
reported to have an AAPA population of 147,426. As a
group, AAPA comprises more than 21.7% of San Francisco's
population and is the largest minority group. In the
academic years 1982-1983, over 30.3% of the students in
9the San Francisco public schools were AAPAs
,
not counting
the growing Indochinese refugee population. In view of
the availability of the large size and different types of
AAPA groups, the City provides an excellent location to
examine the kind of AAPA mental health manpower available
to serve this rapidly changing AAPA population.
Second, San Francisco has more Asian-focused mental
health programs than any other city in the United States.
According to the 1981 study by the Alcohol, Drug Abuse and
Mental Health Administration (ADAMHA)
,
five out of thirteen
community-based AAPA focused programs in the nation are
located in San Francisco. A basic assumption was that a
sizable number of AAPA mental health providers were employed
to work with AAPA populations in this city, and would be
available to participate in this study.
Third, San Francisco is the center for many AAPA
focused national training and research activities. This
is the site of the National Asian American Psychology
Training Center, the Pacific Asian Mental Health Research
Project, the Bay Area Social Work Training Project, the
Indochinese Parapro fessional Training Project and the
Samoan Paraprofessional Training Center. More AAPA
researchers and providers might be interested in this
project. In addition, San Francisco has a sizable AAPA
student population placed in the mental health agencies
10
from several universities in the Bay Area. They would pro-
vide a good trainee sample.
Fourth, the unique issue of a researcher coming into
a particular community to do a study is fraught with
numerous pitfalls unless some degree of trust, rapport,
cooperation, and confidence has been established (Park,
1980; Sue, 1982). Fortunately for this researcher, such
unique collaboration and relationship for community
research has been established with AAPA providers, admin-
istrators, and key leadership members of this community.
Under such circumstances, another rationale for choosing
this research site has to do with accessibility and
acceptability of the community for this researcher and this
study.
In summary, San Francisco, with its large AAPA popula-
tion, the very rich resources, and the community support,
provides an ideal locale for the planning and implementa-
tion of this research project.
The research methodology used in this study focuses
upon: (1) gathering broad-based information about the
kind, extent, preparation and deployment of AAPA manpower;
and (2) obtaining an in-depth understanding, within a
service system context, of how such AAPA manpower might be
effectively deployed for mental health services to an AAPA
community. For the manpower survey, we used a mailed
11
survey questionnaire to obtain, as completely as possible,
responses from all AAPA providers in our geographic area.
Our rationale for such a survey included being able to
obtain rather extensive information with minimum incon-
venience to the respondents. A methodology that allowed
the respondents to provide such information on their own
time schedule was important in order to obtain information
from a large number of individuals. In this area, an
interview format would have been prohibitive in terms of
logistics and time. Furthermore, the questionnaire protected
respondents' right for confidentiality. In a mailed question-
naire, respondents may freely refuse to answer any questions
in the study and have the choice not to report any identifi-
able information. This method also allowed the researcher
to obtain some rather personal information without inducing
any issues of "loss of face" or "shame" among the AAPA
providers; and to gain information from some providers who
may have limited verbal skills. The use of an interview
may be quite threatening.
Our choice for a case study methodology was to utilize
an in-depth service system documentation approach to obtain
information to illustrate an effective AAPA manpower deploy-
ment strategy. Our rationale for including such a study
was to provide the reader with an example of how our know-
ledge about manpower data in and of itself may be insuffi-
cient for adequate deployment. For example, AAPA providers
12
may not be treating AAPA clients. Rather, the appropriate
use of AAPA manpower in terms of provider-service system
fit a keY factor. A case study was chosen to illustrate
such provider-system fit, especially to highlight the
relationship of manpower with other system factors such as
community service needs, organizational structure, agency
resources, training and staff development programs, etc.
Research Aims and Hypothesis
This study was designed in response to the urgent need
to have more adequate manpower data on AAPA mental health
providers and to examine the several critical areas of
manpower concerns, as presented in more depth in Chapter
II. The aims af this dissertation research are:
1 . To survey and provide a profile of the background and
demographic characteristics of mental health providers
* *
serving the AAPA population (ethnic background, lan-
guage skill, place of birth, age, sex, immigration
history, etc.) in the City and County of San Francisco
an area with the largest density and proportion of
Asian and Pacific Americans in any city in the United
States
.
2. To examine their job functions in the agency.
3. To document their professional pathway or work history
13
4 . To examine their professional training experience
(training institutions, locations, type of degrees,
disciplines, curriculum, etc.).
5. To examine the AAPA staffing job titles/positions of
the San Francisco City and County-funded mental health
programs
.
6. To study the satisfaction and dissatisfaction factors
in serving the AAPA population (professional growth,
community support, low salary, job insecurity, etc.).
7. To conduct a case study and documentation of a mental
health center that is currently showing a goodness-of-
fit between the AAPA professional manpower requirements
and AAPA mental health services demand in the City and
County of San Francisco.
The more specific aims of this project are to test out
the following hypotheses:
Hypothesis 1 :
There is an underpresentation of bilingual AAPA mental
health providers in the City and County of San Francisco to
serve the emerging new immigrant and refugee population
(Pilipino, Korean and Indochinese).
Hypothesis 2:
The specific language abilities of the bilingual AAPA
mental health providers are under-utilized in communicating
14
with the clients they serve.
Hypothesis 3 :
The majority of the AAPA psychiatrists and psychologists
are employed part time in their primary work site and most
of their time is spent in non-direct service (e.g., admin-
istration, consultation, supervision). The majority of the
social workers, psychiatric nurses, and community mental
health workers are employed full-time in the agency and
most of their time is spent in direct clinical service.
Hypothesis 4 :
The majority of the AAPA mental health professionals
are younger than age 35 and have less than ten years of
mental health employed experiences
.
Hypothesis 5 :
The majority of the mental health providers received
their highest degree training in California. Very few
training institutions include AAPA content as part of the
curriculum
.
Hypothesis 6 ;
The majority of the AAPA mental health providers are
satisfied with their work. Opportunity to work and learn
about AAPA clients is an important factor in job satisfac-
tion.
15
These hypotheses were tested on the basis of data
from a specially designed questionnaire. This study
represents the first major effort in AAPA manpower study
conducted by an AAPA researcher with cooperation and
collaboration from community based mental health programs.
Hopefully, the findings from this study can be used as
follows
:
1. Publication of Directory of Asian American Mental
Health Service Providers in San Francisco.
2. Improvement of the understanding of the available
mental health manpower resources in the major AAPA
urban area. The listing of all the AAPA service pro-
viders can be used for recruitment for staff, students,
or consultants.
3. Dissemination of findings to city, state, and govern-
mental agencies. Results of the study can be used for
manpower projection and planning.
4. Collection of data for agency administrators and planners
to address specific issues such as the distribution,
accessibility, utilization, productivity and effective-
ness of the mental health work force in their agencies
or specific area in the city.
5. Development of more relevant training curriculum to
AAPA and non-AAPA mental health professionals.
16
6. Enhancement of networking and communication among the
AAPA service providers.
7. Utilization of data for proposal writing and funding
negotiations
.
Summary
In this chapter
,
we have presented the definition of
Asian and Pacific Americans (AAPA) and introduced the
nature of the AAPA mental health manpower problem. The
significance of having comprehensive data on AAPA man-
power focusing on what is available in a city and county
service system was also highlighted. Such information has
utility for resource documentation, training, and deployment.
The rationale for our methodology was reviewed as were
the research aims of the study. Finally, six hypotheses
were proposed for study in this research.
CHAPTER II
REVIEW OF THE LITERATURE
Mental health manpower and services issues are deeply
interrelated; mental health services inadequacies are
addressed by manpower training and development. Conversely,
manpower projections and training requires knowledge of
existing services gaps and needs. As such, two areas are
identified for discussion in this literature review:
mental health services issues and mental health manpower
issues for AAPA communities.
Mental Health Services Issues
Nearly a decade ago, Chu and Trotter (1972) noted
that despite the enormous expenditure of Federal monies,
community-based mental health care to minority groups
(which includes AAPA populations) was still unavailable
and, to many in these populations, was "irrelevant" to
their mental health needs. Similar conclusions were made
by the President's Commission on Mental Health (1978):
A substantial number of Americans do not
have access to mental health care of high
quality and at reasonable cost. For many,
this is because of where they live. For
others, it is because of who they are— their
race, age, or sex. For many members of
America's ethnic and racial minority popula-
17
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lations
,
the mental health personnel and
services that are available are either
inadequate or fail to take into account
their different cultural traditions.
Furthermore
,
the Commission concluded that accurate, com-
prehensive data for minority utilization of mental health
services was not readily available. For Hispanic Americans,
Asian and Pacific Americans, and American Indians, data were
virtually nonexistent. Although data on Black utilization
were more available than for other minority groups, the
Commission was struck by the paucity of relevant compre-
hensive data even with this group.
Before reviewing the literature on AAPA services
issues, a summary of findings applicable to the broader
framework of racial and ethnic minorities in the United
States is provided. This broader perspective will provide
the larger picture of mental health services issues to
which the specific AAPA concerns are imbedded. With the
limited data available, the President's Commission on
Mental Health (1978) and other noted researchers have
documented the following: (1) Minorities are under-repre-
sented in the client populations of Community Mental Health
Centers (CMHCs) . For example, in 1976, 38% of the Community
Mental Health Centers surveyed were serving non-Whites at
lower rates than Whites. Lack of minority therapists and
19
other personnel has been postulated as a major cause of
this apparent under-utilization (Windle, 1976). (2) Minor-
ities are more likely to be misdiagnosed than are non-
minorities, and that there are racial differences in
diagnosed mental disorders. Studies in New Haven in 1950
and again in 1975 indicated that clients in mental health
programs from lower social classes are more likely than
middle and upper class clients to be diagnosed as chronic
schizophrenics or alcoholics (Mollica et al., 1978).
(3) Minorities are more likely to receive less preferred
forms of services from CMHCs
,
and that they are more likely
to be seen by paraprofessionals . Sue and his colleagues
(Sue, McKinney, Allen and Hall, 1974) found that long-term
psychotherapy patients were more likely to be White than
to be a minority group member. Studies in New Haven also
found that the treatment for lower social classes tended
to be provided by lower paid and lower status personnel
(Mollica et al.
,
1978). A 1974 inventory of CMHCs found
that the rate of non-White professional treatment staff
hours per 1,000 catchment area population was only about
one-seventh of the rate for the Whites. In contrast, non-
White nonprofessional treatment staff hours per 1,000
catchment area population were more than eight times the
rate for Whites (Windle, Neal, and Zinn, 1977). (4) In the
20
event that a minority person, who is poor and who is work-
ing class, participates in a course of traditional psycho-
therapy, the chances are great that this individual will
terminate the course of treatment prematurely (Sue, 1977)
(Yamamoto, James, Bloombaum and Hatten
,
1967). Mexican
Americans have been found to drop out of therapy at the
rate of approximately 60% following the initial interview
and as high as 85% prior to the fifth session (Miranda,
1974) . Gibby and his colleagues (1953) found that a
significantly greater number of Blacks than Whites refused
therapy after an initial diagnostic interview. Rosenthal
and Franks (1958) found that Blacks tended to remain in
therapy a shorter period of time than a comparable sample
of Whites. Sue's study in Seattle showed that over a
three-year period, the drop-out rate for Asian patients
was 52% or almost twice that for White patients (Sue and
McKinney, 1975). Padilla, Ruiz, and Alvarez (1975) have
further argued that minority groups seeking mental health
services were frequently isolated geographically from such
services, and unable to find bilingual therapists. Further-
more, they encountered social-class bound therapists.
Current Research on Asian and Pacific Americans
Two recent annotated bibliographies, Pacific/Asian
American Research; An Annotated Bibliography (Doi, Lim
21
and Vohra-Sahu, 1981) and Handbook of Asian American/
Pacific Islander Mental Health, Volume I (Morishima, Sue,
Teng, Zane, and Cram, 1980) identified 400-500 articles
and studies relevant to Asian and Pacific American mental
health. The articles and studies provide some interesting
and dramatic points relevant to services for Asian and
Pacific Americans.
1. Emotional problems and mental disorders are found
in AAPA populations as one might expect in any other minor-
ity or majority population (Task Panel Reports, 1978;
Morishima et al., 1978; Kim, 1978, 1973; Sue, 1977;
Morales, 1974; Berk and Hirata, 1973; Kuramoto, 1971).
Furthermore, AAPAs are a rapidly changing and high-risk
minority population (Wong, 1979; Liu, 1979; Kim, 1978) .
Many in this population are immigrants or refugees who
arrived in the United States accompanied by extreme and
often lingering physical, psychosomatic, and social-cultural
stressors. Their sense of isolation and abandonment is
exacerbated in the face of the unpredictable avalanche of
social, vocational and economic problems as a result of
their immigrant status. Many of them exhibit the feelings
of apathy, depression, disappointment and anger. Contrary
to the "successful and model minority" stereotype for
AAPAs, the harsh reality, substantiated by research find-
ings, is that stress, psychopathology and mental illness
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are a part of the AAPA experience. Examples include:
(a) Berk and Hirata (1973) reported that the rate of State
hospital commitments among Chinese Americans had increased
faster than the general population in California during
the past 50 years; (b) Sue and Kirk (1973) showed that
Chinese and Japanese male students seem to exhibit more
severe psychological disturbance than non-Asian male
students; (c) Ball and Lau (1966) indicated that there were
more Chinese male narcotic addicts admitted to the U.S.
Public Health Service facility in Lexington, Kentucky,
during the period 1934-64 than would have been statistically
expected on the basis of the number of Chinese Americans in
the general population during the period; (d) Brown, Stern,
Huang and Harris (1973) compared a sample of Chinese
patients with a randomly-selected control group and showed
that while the Chinese were less likely to utilize mental
health facilities, the patients tended to be more disturbed
than White patients; (e) Hinkle (1974) studied the mental
and medical status of a group of immigrant Chinese who
experienced major social change, social dislocation, and
disruption of important interpersonal relationships.
Compared to a group of Americans, the Chinese immigrants
had a greater frequency of disease; (f) Lee (1979) showed
that one-third of all visits to a community health center
in Boston Chinatown (of a total 30,304 recorded visits) was
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for mental health or social service related issues; and
(g) Liu (1979) and Aylesworth (1978) have identified the
young
,
the old, and recent immigrants and refugees as some
of the most high-risk groups among the AAPA population
since they are disproportionately vulnerable to psycho-
social stress and attendant stress-induced problems and
are expected to exhibit a higher than average rate of
psychopathology in coping with traumatic life events.
Unfortunately, as noted by Sue and Chin (1976), there
is a paucity of empirical research and theory on the kinds
of psychological disorders and social pathologies among
Asian Americans. The problems of documenting the extent of
AAPA emotional problems must rely on the development of
reliable and valid indices of personality characteristics,
social psychological situations, and psychological disorders
among Asian Americans. As noted by Sue and Morishima
(1982)
,
good cross-cultural measures or culturally specific
tests (where norms have been constructed) are lacking. This
problem is further complicated by the proliferation of
psychological theories of behavior and behavioral dynamics
that may be inappropriately applied to AAPAs in the various
attempts to document the extent and kind of mental health
problems encountered by this population.
2. Although AAPA populations have been documented to
have mental health problems and concerns, AAPAs under-
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utilize the traditional and existing community mental
health services. Unfortunately, since Asians were not
classified as one of the minority groups in many mental
health studies conducted in the past by non-Asian research-
ers / the available data on AAPA utilization rate are very
limited. For example, a great deal of information has
been generated on the incidence, prevalence, and utiliza-
tion of alcohol, drug abuse and mental health services as
documented in The ADAMHA National Data Book published in
1980. The AAPA population was not included in most of the
studies. In a study conducted by NIMH on Federally-funded
Community Mental Health Centers (1977-1978)
,
preliminary
data on "Asian" were included in "all other races" category.
Therefore, there are no national data available on the
national utilization rate by the AAPA population.
In recent years, however, some Asian researchers have
studied the critical issue of AAPA under-utilization of
traditional mental health services and documented the
following results: (a) In January, 1977, only 10% of the
total patients at Northeast Mental Health Center in San
Francisco were Chinese even though the total Chinese popula-
tion in the area is 29% of the catchment area (San Francisco
Community Mental Health Services, 1977); (b) in Los Angeles
,
the admission rate to its mental health services in 1971
was 0.9% of the patient population, although their
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representation in the County was close to 4.0% (Hatanaka,
Watanabe
,
and Ona, 1975); (c) in Seattle, a study of 17
community mental health centers over a three—year period
indicated that only 0.7% AAPA patient population was
reported, although AAPAs were 2.4% of the total population
(Sue, 1975) ; and (d) one of the major findings of the Needs
Assessment and Community Mental Health Center Impact Study
is that there are substantial numbers of AAPAs who are
unserved or underserved by existing mental health services.
In addition, the study revealed that Indochinese refugees
constitute the largest group of mental health service
consumers among AAPA clients. Yet, because of their recent
history, they are the least known population in terms of
our knowledge of their service needs and experiences
(Mental Health Services for Pacific Americans, Volume I and
II, 1981).
In the past, the under-utilization of services by
AAPAs has been misinterpreted as the lack of need for such
services. However, as shown by the recent research studies,
investigators have suggested that low utilization rates are
probably due to factors such as the unresponsiveness of
services rather than to low rates of mental disorders. The
work of Lum (1974) and of Sue, Wagner, Ja, Margullis, and
Lew (1974) indicates that AAPAs may perceive and define
mental illness in conceptual and affective ways different
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from Caucasians. Consequently, existing mental health
models may be unhelpful. Adding language barriers to this
means AAPA have a difficult or impossible time finding use-
ful services.
3. For those AAPAs who used the services at tradi-
tional mental health settings, services were often
inappropriate and/or ineffective. Previous research has
amply documented a pervasive pattern of different treatment
in mental health services, based on race and ethnicity.
For example, Whites are more likely to be seen by psychia-
trists and non-Whites by paraprofessionals (Sue, 1975).
In general, non-White patients tend to or actually do
receive "qualitatively inferior" or "less preferred" forms
of treatment (Yamamoto et al., 1968). Research reports
also reveal the following findings: (a) In a study of 40
randomly-selected Chinese-American patients carried by an
after-care program in San Francisco, it was found that
their average stay in a state hospital was 17 years and
the nature of treatment most often received was chemo-
therapy (Wang and Louie, 1979); and (b) Sue's study (1974)
in Seattle showed that over a three-year period, the drop-
out rate for Asian patients was 52% or almost twice that
for White patients. Although AAPAs seeking professional
psychological/psychiatric help constitute a relatively
small population, those seeking help are generally more
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disturbed. Many of them endured stress and only came to
the attention of mental health systems at the point of
acute breakdown and crisis (Sue and McKinney, 1974; Lee,
1979) . In their analysis of factors that inhibit self-
referrals for mental health services on the part of Chinese
Americans, Tsai, Teng, and Sue (1980) list seven explana-
tions that may be applicable to AAPAs as a whole. These
include feelings of stigma and shame over mental distur-
bance, availability of alternative resources, cost of
mental health services
,
location and knowledge of service
facilities, hours of operation, belief systems about mental
health, and unresponsiveness of services. In contrast to
the notion that Asian Americans are not in need of service,
the documented evidence seems to show that the projected
need for mental health services may be greater because of
(a) the long history of previously untreated and undetected
mental health problems within any Asian and Pacific American
community; (b) the lack of appropriate and responsive
resources; (c) the tremendous changes of emerging and
immigrant populations in adjusting to the move to the
United States and the stress of personal, familial and
social change compounded by cultural and language barriers;
and (d) the larger societal problems and issues of racism
and social, economic and political inequities impinging upon
this minority population (Wong, 1977).
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4. Studies indicated that a variety of AAPA community
based service delivery models have emerged to provide appro-
priate and effective services to the AAPA population.
Ethnic
• linguistic
,
and cultural similarity between client
an<! therapist decrease the drop-out rate and hence improves
the effectiveness of care (Wong, 1982). Discrepancy
between high rates of psychopathology and low rates of
service utilization could be reduced and eliminated through
the development of culturally sensitive bilingual service
delivery programs that stressed the outreach, community
accountability and community participation (Sue and Wagner,
1973; Kim, 1978; Lee, 1979). Recently, a variety of local
AAPA mental health service projects have been emerging
with focus specifically on the bilingual/bicultural aspect
of service delivery to Asian and Pacific American clients.
Community-based AAPA mental health programs can be found
in urban cities with large numbers of AAPA populations,
such as San Francisco, Oakland, Los Angeles, Seattle,
Chicago, New York, Boston, and Honolulu. A total of 37
Indochinese refugee mental health projects received special
Federal funding in Fiscal Years 1978 and 1979 (DHEW pro-
vided $2.8 million under the Special Projects Grant Program
in FY 79)
.
Studies have demonstrated that service utiliza-
tion is greatly enhanced when AAPA personnel are employed
in local community mental health programs: (a) Sue and
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McKinney (1975) report that in Seattle the number of AAPAs
utilizing an Asian American counseling and referral service
in one year was approximately equal to the total number of
AAPAs utilizing a total of 18 other community mental health
centers over a three-year period; (b) Wong (1977) reports
that after the establishment of a mental health center
specifically designed to serve AAPA clients, more AAPA were
seen in the first three months of operation than in the past
five years in the catchment area in San Francisco. Wong
(1977) also reports that the Richmond Maxi-Center (District
V CMHC ) has been able to provide mental health services in
eleven languages besides English (i.e., major Asian lan-
guages and non-Asian languages) . He further indicated that
during the first six months of Fiscal Year 1977-78, the
services were provided at $27.22 per clinical hour (includes
administrative overhead and operating expenses) far superior
to most suggested figures of cost effectiveness. In addi-
tion the Maxi-Center had the lowest no-show rate for first
appointments of comparable outpatient center in District V,
CMHC, San Francisco — over 90% of all clients who call for
services showed for their first appointment and there is no
waiting list for its services. Fifty percent of all
clients served are Asian and Pacific Americans; (c) Lee
(1979) reports that mental illness is more effectively
treated in a setting where mental health service is
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integrated with primary health care. The South Cove
Community Health Center indicated a dramatic increase of
patient registrations and encounters. In 1979 there were
more than 9,000 registered patients and they provided 30,304
encounters in Fiscal Year 1978 and 36,000 in 1979. One
third of such encounters were mental health and social
services visits; (d) True (1975) reports that an Asian
community-based mental health program in Oakland saw 131
Chinese Americans in the first year of operation, in con-
trast to three Chinese out of a total of 500 utilizing a
central out-patient facility; and (e) Hatanaka and others
(1975) also report that in Los Angeles the presence of
comprehensive, accessible, and ethnically appropriate
services increased by approximately 200 percent the rate
of utilization of AAPAs over a three year period. While
these findings must be regarded as preliminary and tenta-
tive, they are nevertheless convincingly suggestive of the
need for a new paradigm in which mental health services
for AAPA populations should be considered. Approaches
that include bilingual/bicultural staff and AAPA specifi-
cally designed services definitely appear to achieve
optimal utilization and effectiveness.
Summary
Our review of the literature on the AAPA mental health
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services area can be summarized with the following obser-
vations :
1. Many studies are highly repetitious in theme,
Particularly in analyzing and criticizing popular beliefs
concerning the socio-economic success and the lack of
mental health problems amongst AAPA populations.
2. There are very few research studies on Asian
Americans prior to 1970. However, a substantial increase
in research on AAPAs appears during the past ten years.
3. The overwhelming majority of studies has been
conducted on Chinese and Japanese Americans. Research on
Pilipinos, Koreans, Vietnamese, and other Asian populations
is particularly scanty.
4. A high proportion of the research has used student
populations as subjects. There are very few natural
population studies.
5. Many of the studies are conducted in the geograph-
ical areas where the Asian researchers actually reside
(such as Seattle, Hawaii, Chicago); as such, findings of
these studies are biased by the geographic area of
residence of the researcher.
6. Research efforts appear to be uncoordinated and
unsystematic in a research planning and design sense.
7. There is a lack of national research priorities,
as noted by Sue and Morishima (1982) ; most research has
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involved unsophisticated research designs and is descrip-
tive rather than explanatory.
8. Relatively little research has been devoted to
theory testing.
9. Because of the strong interest in cross-cultural
comparison, within-culture analysis for AAPAs has not been
extensively made.
10. Caucasian Americans are often used as a comparison
group; other AAPA groups have seldom been used as control
groups
.
11. The available research typically measures atti-
tudes, traits, or behaviors - as evidenced in studies of
the utilization of mental health facilities, attitudes
toward mental health and treatment, the assessment of
needs, and personality characteristics. Many studies
employ measures that are not standardized to AAPA samples
but are widely used and standardized on Caucasian Americans.
12. Most of the empirical research on AAPAs has been
conducted by Caucasian Americans. There is considerable
controversy over the ethnic similarity or dissimilarity
of the researcher and the group being studied (Montero,
1977; Park, 1980; Owan , 1980).
Conclusions and Implications
One major concern expressed in recent years by the
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Participants in several major national conferences is that
a growing disaffection has occurred between researchers and
research "subjects." Many AAPAs feel exploited by research-
ers, see no applied value from research, and want more
control of research on AAPAs (Research Priorities for
Mental Health Service for Asian/Pacific Islanders, 1981;
Recommendations of the Asian and Pacific American Consulta-
tion Group to the Alcohol, Drug Abuse and Mental Health
Administration, 1980). There is increasing recognition
that collaboration between researchers and community
participants is necessary (Montero, 1977). In considering
social research for community action, Park (1980) presented
a new model with three special features: (1) The community
participates in defining the research problems; (2) the
research process is not separated from social action but
becomes part of it; and (3) the benefit to the participa-
ting community is immediate and tangible, rather than
indirect and abstract. Similarity of themes echoed in
three recent national research-priority-setting confer-
ences for Asian and Pacific Americans funded by NIMH:
(1) "Community Involved Research for Pacific-Asian American
Minority Group" (Park, 1980); (2) "Research Priorities for
Mental Health Service for Asian/Pacific Islanders" (Owan,
1980); and (3) "Mental Health Services Development for the
Pacific Islanders" (Tseng and Young, 1981) . The major
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theme of increasing, training, and developing community-
based clinical and treatment researchers for Asian and
Pacific American communities continued to emerge.
Furthermore
,
the importance of bridging and integrating a
collaborative effort among the three following major
elements necessary for Asian and Pacific American mental
health treatment and clinical science research were high-
lighted. First, there must be cooperation and collabora-
tion with the community-based mental health programs that
serve a substantial number of AAPA clients. Second, a
pool of researcher-teachers-clinicians who are sensitive,
knowledgeable, and experienced in AAPA mental health and
research efforts must be present to provide the training.
Third, the availability of national experts from academic
institutions in the areas of research methodology, research
design, statistics and analysis, sampling, questionnaire
design, and related topics must be engaged to further
current research efforts and to allow development of
research methods most useful with AAPA clients in treatment
and in communities.
How does mental health research relate to AAPA man-
power development? The model of research directions for
AAPA by Sue, Ito and Bradshaw (1982) provides one perspec-
tive. They propose a four-stage model of research:
(1) the status of Asian and Pacific Americans; (2) the
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causes of psychological well-being or disturbance;
(3) solutions to mental health problems; and (4) implementa-
tion of solutions. These four areas are intimately related.
Without knowledge of the status and well-being of AAPAs
,
it is fruitless to look for causal factors for problems.
In the absence of knowledge of cause or etiology, then it
is exceedingly difficult to plan for solutions. Finally,
knowing the solutions to problems is of no value unless the
solutions can be implemented in policies and programs, which
in turn depends upon the manpower resources for implementing
those policies and programs. In the previous sections, we
have provided the data on mental health services issues
faced by the AAPA communities. We now turn to the liter-
ature on AAPA manpower issues.
Mental Health Manpower Issues
The problem in mental health of providing an adequate
supply of manpower which is adequately distributed both
geographically and among the mental health professional
groups, has been a major concern of many policy makers and
health professionals (President's Commission on Mental
Health, 1978). This has been a major concern of manpower
researchers within Government and in the voluntary sector
for more than three decades. Unfortunately, the concern
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for the supply, need and demand of racial minority mental
health manpower has not been a major priority consideration
of many policy makers, health professionals and manpower
researchers. VJhile the different minority groups have some
unique differences in culture, lifestyle, and health needs,
they have their commonality in being neglected when it comes
to manpower considerations (Thompson, 1978)
.
The mental health manpower needs and service needs of
racial minority groups have been well documented in the
President's Commission on Mental Health Report (1978), the
Community Mental Health Systems Act (1980)
,
the Report of
the ADAMHA Manpower Policy Analysis Task Force (1978) and
two national conferences sponsored by ADAMHA and its
Minority Advisory Committee on Minority Group Alcohol,
Drug Abuse and Mental Health Issues (1979 and 1980) . The
President's Commission on Mental Health (1978) has con-
cluded that "racial and ethnic minorities, the urban poor,
and migrant and seasonal farmworkers continue to be under-
served and inappropriately served since there are too few
people trained to adequately provide mental health care."
Many problems and concerns related to the supply,
demands, and training of minority mental health manpower
are further echoed in each of the Subpanel reports of the
Asian and Pacific Americans, American Indians, Black and
Hispanic Americans. The following are highlights of some
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of the concerns:
The delivery system has failed to deal
with cultural diversity among potential
clients and to have sufficient numbers of
bilingual personnel. Too often, services
which are available are not in accord
with the cultural and linguistic tradi-
tions of Asian and Pacific Island Americans.
The number
. . . utilizing mental health
services increases dramatically when ser-
vices take into account their cultural
traditions and patterns (AAPA Subpanel
Task Force Report, 1978)
.
Traditional training programs in the mental
health disciplines of psychiatry, psychol-
ogy, social work, and psychiatric nursing
have not significantly increased the number
of Asian and Pacific American graduates nor
adequately equipped them to serve the
mental health needs of Asian and Pacific
American populations. The vast majority
of the traditional training programs have
been lacking in the necessary expertise,
interest, and qualified AAPA staff. They
have tended to provide little opportunity
for contact with Asian and Pacific American
clients and communities. This situation
indirectly discourages Asian and Pacific
American trainees interested in working
with Asian and Pacific American populations
and denies these students the necessary
training during a critical phase in their
professional careers (AAPA Subpanel Task
Force Report, 1978) .
The supply of American Indian mental health
care personnel is inadequate to meet the
current perceived demand for mental health
services by the American Indian (American
Indian Subpanel Task Force Report, 1978).
A major barrier to the utilization and access
to mental health delivery systems by the
Black community appears to be the identity
of the mental health practitioner. ... If
the goal is to increase the delivery of
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mental health services to members of
the Black community, we must recognize
the necessity of increasing significantly
the number of Black mental health pro-
fessionals (Black American Subpanel Task
Force Report, 1978)
.
The contemporary trend toward de-
emphasizing professional manpower and
training issues in the health and mental
health fields has been developed on the
basis of manpower supply and demand
analyses which reveal a current and
projected surplus of professionals in
related fields. However, as is often the
case, these analyses ignore the pattern
of supply, demand, and distribution that
are peculiar to special populations such
as Hispanic Americans (Hispanic American
Subpanel Task Force Report, 1978)
.
In general, the President's Commission on Mental
Health (1978) concludes that while there has been tremen-
dous progress and the expenditure of enormous amounts of
money to improve existing manpower training programs with
a predominate focus on racial minority manpower needs,
the lack of reliable, accurate and comprehensive data for
racial minority manpower projections of supply, need and
demand is still one of the most formidable problems yet
to be addressed.
The following sections will address two areas relating
to AAPA mental health manpower: (1) available data on AAPA
manpower and training; (2) main concerns relating to AAPA
manpower and training issues.
39
Data on AAPA Mental Health Manpower and Training
How many Chinese, Japanese, Pilipino, Vietnamese, etc.
mental health providers are working in the U.S.? How many
are serving Asian Americans? How many are bilingual? What
proportions are serving in academic or professional careers?
How many Asians are foreign citizens who returned to their
countries after receiving advanced degrees? Are there
Asians who obtained degrees in other countries but who are
residing in the United States? Do we have more providers
in one discipline than others? We simply cannot provide
clear answers to these questions. According to the results
of the literature search, data are available in the follow-
ing four areas which might have direct or indirect implica-
tions on AAPA manpower and training: (a) studies conducted
by AAPA personnel; (b) data collected by the Federal
Government; (c) data collected by major professional
associations; and (d) studies on mental health manpower
issues in general.
There are only a few formal surveys conducted by AAPAs
.
One was conducted by two psychology students, Davis Ja and
Rod Kazawor
,
who undertook the task of surveying the 1970
American Psychological Association (APA) Directory for
Asian American surnamed psychologists. By visually iden-
tifying Asian "sounding" names, it was hoped that a rough
estimate could be obtained. They identified about 170
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names judged to be Asian surnames. This represented about
0.6% of the total APA Directorship (Sue and Chin, 1976).
Another survey was conducted by Lindberger S. Sata to
identify some characteristics of AAPA psychiatrists in the
U.S. (1977). Of 367 respondents to a survey of AAPA mem-
bers of the American Psychiatric Association, fewer than
16% were American-born U.S. medical graduates, and 41% of
the patients treated by this sample were minority group
members (20% Blacks, 5.4% Spanish Speaking, 7.6% Native
Americans and only 8% Asians). Of this total sample, 20%
of the respondents were associated with community mental
health centers, 59% worked in state institutions or
administrative mental health posts, 29% were in private
practice, and 13% were on academic appointments. There
are no available formal survey data on AAPA social workers,
psychiatric nursing and para-professional groups.
In spite of the fact that NIMH has supported training
programs over the past three decades, there is still no
one single study focused on AAPA mental health manpower
and training issues for the core professional groups. Data
on AAPA have been only available for the past few years as
one of the minority groups, mostly collected by the Division
of Manpower and Training Program and Center for Minority
Group Mental Health Program of NIMH. Data available on AAPA
psychologists appears to be of a higher quality. This may
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be accounted for by the aggressive data gathering on the
part of the leadership in the psychology field. Data
available and data collected by the major associations
such as the American Psychiatric Association, American
Psychological Association, Council on Social Work Education
and American Nursing Association are still very inadequate.
The following are highlights of some of the findings from
NIMH and the national associations in each mental health
core discipline.
Psychiatrists
1. As reported by the Division of Manpower and
Training, NIMH (1979), 7.8% of psychiatrists in the mental
health profession were minorities. Of these, 4.9% were
AAPA psychiatrists.
2. According to the report by the American Psychia-
tric Association (1981), 34.5% of the psychiatric resi-
dents were foreign born (in 1975-76) compared to 29.4% in
1979-80. This absolute decrease in numbers might be caused
by Public Law 94-484 and amendments to Title VII of the
Public Health Service Act which placed new and severe
restrictions on immigration and student visas for foreign
medical graduates (FMG) . In addition, in the academic
year of 1979-80, 17.4% of the total psychiatric residents
were AAPA (10.1% Indian/Pakistani/Ceylonese, 4.7% Pilipino
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and only 3.6% Japanese/Korean/Other Asian).
3. According to the Minority Center, NIMH (1982), a
total of 4 AAPA students were supported by APA Minority
Fellowship Program in the academic year of 1981-82.
Clinical Psychologists
1. As reported by the Division of Manpower and
Training, NIMH (1979), a total of 2.1% of psychologists
in 1976 were minorities. Of these, 0.7% were AAPA psychol-
ogists with Ph.D. degrees in health service.
2. The 1975 Manpower Survey conducted by the American
Psychological Association reported a total of 263 AAPA, out
of a total of 27,745 (91 in clinical psychology, 29 in
educational psychology; 25 in counseling psychology; 22 in
experimental psychology; 17 in social psychology and 14 in
development psychology)
.
3. In the academic year 1980-81, a total of 157
(1.9%) AAPA men and 184 (2.2%) AAPA women enrolled in
doctoral full-time degree programs in the United States
Graduate Department of Psychology; 23 (0.7%) AAPA men and
78 (1.5%) AAPA women enrolled in Master Degree Programs
(American Psychological Association, 1982).
4. According to the Division of Manpower and
Training, NIMH (1981)
,
91 AAPA students were in NIMH
supported Psychology/Clinical Services Doctoral Training
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Programs in the year of 1980.
5. According to a summary report, 1980 Doctorate
recipients from United States universities, a total of 50
AAPA received doctoral degrees. Of these, 18 majored in
c ^^- n ^-cal psychology, 5 in experimental psychology.
6. According to the Minority Center, NIMH (1982),
a total of 23 psychology students were supported by APA
Minority Fellowship Programs in the academic year 1981-82.
Social Workers
1. As reported by the Division of Manpower and
Training, NIMH (1979), 11.4% of social workers in 1976 in
mental health professions were minorities. Of these, 1.9%
were AAPA social workers.
2. According to the Council on Social Work Education
(1981), 3.3% of the total 213 doctoral students awarded
degrees in 1980 were AAPAs
,
and 1.3% of the total 9,850
Masters students awarded degrees were AAPAs.
3. According to the Minority Center, NIMH (1982), a
total of 4 AAPA students were supported by the Minority
Fellowship Program in the academic year 1981-82.
Psychiatric Nurses
1. As reported by the Division of Manpower and
Training (1979), 4.7% of all licensed nurses in mental
health professions were minorities. Of these,
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0.9% were AAPAs
.
2. According to the Minority Center, NIMH (1982), a
total of 18 AAPA nursing students were supported by the
Minority Fellowship Program in the academic year 1981-82.
A review of the literature from 1979 to the present
shows that (a) nineteen articles relate specifically to
psychologist manpower: Kennedy and Wagner (1979); Budman
and del Tandis (1979) ; Gottfredson and Swatz (1979) ; Wong
(1981); Sue (1981); Tanaka (1981); Sung (1981); Bachman,
Smith, Jason (1981); Drummond, Rodolfo and Smith (1981);
Vandenbas, Stapp and Kilburg (1981); Schneider (1981);
Russo, Olmedo, Stapp, Fulcher (1981); Miller, Witt, and
Finley (1981); Tuma and Pratt (1982); Norcross and
Prochacka (1982); Simon and Rosenberg (1982); Petson,
Eaton, Levine and Snepp (1982); (b) four articles
related to psychiatrists: Korean (1981); Kresper and
Carlson (1981); Goldstein, Bromet, Hanusa and Lasell
(1981); Davidson (1982); (c) one article in social work:
Jayaratue (1980); (d) one in psychiatric nursing: Harper
(1980); and (e) one in paraprofessionals : Erdwins (1980).
Among the twenty six articles, only four articles were
written by AAPAs. All were related to issues in the
training of psychologists. Thirteen surveys were conducted;
eleven of the thirteen surveys were focused on the general
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psychologist population. One study was on women and
minorities and one on affirmative action. Applicability
of the results of such studies to AAPA populations is
questionable
. As stated by the members of the Asian Caucus
of Psychologists at the national conference sponsored by
Howard University,
No reliable information exists at this
time on the number of Asian and Pacific
Americans in the mental health discip-
lines generally or in psychology specif-
ically. Certainly, none exists as to
whether these individuals are serving
in Asian and Pacific American communities.
Such information as may exist for psychol-
ogy (summarized in Sue and Chin, 1976)
come from (1) indirect analysis, (2) the
Association of Asian American Psychologists
'
survey, (3) APA estimates including the
findings of Bonneau and Cuca (1974) and
Willis (1976), and (4) the survey of Wagner
and Boxley (1971) . These data seem to
demonstrate that it is impossible to draw
any firm conclusion about the number of
Asian and Pacific American psychologists
in the United States because of the con-
flicting data available, methodological
differences, conceptual differences, and
research design differences found in the
studies presented. Year-to-year fluctua-
tions, inclusion or exclusion of Asian
foreign students, sampling techniques,
and consideration of whether data are
based upon psychology or subareas of
psychology (e.g. clinical) hinder the
development of a clearer picture. In
addition, the crucial question of how
many Asian American psychologists are
serving other Asian and Pacific Americans
is unknown (Wong, Kim, Lim, Marishima,
1980) .
46
In the same conference, the concern of lack of man-
power data on all other disciplines were raised by the
Asian Caucas of psychiatry, social work and psychiatric
nursing. In addition, very limited data are available on
paraprofessional and other health professionals who might
be employed in mental health settings. There are no data
available on other mental health providers and by coun-
selors who work in non-mental health settings. Since many
AAPAs are receiving services from non-professionals and
paraprofessionals
,
such data are very important.
Major Concerns Relating to AAPA Manpower and
Training Issues
The importance of increasing the available personnel
to meet the needs of AAPA received increasing attention in
recent years. Most of the recommendations and strategies
for improving mental health services manpower for Asian
and Pacific Americans are presented in the following con-
ferences; most of them were funded by the Federal Govern-
ment during the past two years.
1. The National Asian American Psychology Training
Conference (Sue and Chin, 1976).
2. The National Conference on Asian American
Psychiatrists (1977)
.
3. Asian/Pacific American Mental Health Subpanel,
President's Commission on Mental Health (1978).
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4. The testimonies before the Civil Rights Commission
on "Civil Rights Issues of Asian and Pacific Americans:
Myths and Realities" (Lee, 1979; Shon, 1979; Murase, 1979).
5. The four Asian/Pacific American core discipline
caucuses (psychiatry, psychology, psychiatric social work,
and psychiatric nursing) at the National Conference on
"Training of Psychiatrists, Psychologists, Psychiatric
Social Workers, and Psychiatric Nurses for Ethnic Minority
Communities" sponsored by Howard University (1980)
.
6. Conference on "Manpower Considerations in Pro-
viding Mental Health Services to Ethnic Minority Groups"
sponsored by the Western Interstate Commission on Higher
Education, WICHE (1980).
7. Consultation to the Alcohol, Drug Abuse and Mental
Health Administration by the Asian and Pacific American
Consultation Group (Shon, 1980) and the Indochinese Refugee
Consultation Group (Nguyen, 1980).
8. The Social and Human Service Panels at the "Asian/
Pacific American National Leadership Conference: 1980 — A
Decade of Progress for Asian/Pacific Americans" sponsored
by the U.S. - Asian Institute (1980).
In reviewing the above findings, along with documenta-
tion by other researchers (Wu and Windle, 1980; Sue and
Frank, 1973; Padilla, Wagner and Boxley, 1973; Sata, 1977)
,
seven critical areas of manpower concerns relating to AAPA
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have emerged, and each of these seven areas is reviewed as
follows
.
Lack of Available Data on AAPA Mental Health
Manpower and Training Activities'
As indicated in the previous section, there are no
organized and reliable national manpower data and informa-
tion systems to provide national profiles on: (1) the
number of AAPA in the mental health professional and para-
professional field in the U.S.; (2) the number of AAPA
who are bilingual/bicultural and presently employed in
AAPA community-based agencies; (3) the number of AAPA
individuals who are actually serving AAPA populations;
(4) the number of AAPA receiving support under federal
training programs in different mental health fields; and
(5) the number of AAPA mental health trainees who are
presently enrolled in universities or other training
institutions. Although some national data are available,
in light of the limitations to be discussed in the next
section in "Deficiencies in the Existing Manpower Data,"
caution is advised in any interpretation and use of the
following data without further analysis and research.
Deficiencies in the Existing Manpower Data
Within the very limited data available on AAPA man-
power, the existing data were extremely inadequate and
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misleading. Review of the documents published by NIMH,
conference reports and literatures indicates the following
problematic areas:
1. A majority of the studies are concerned only with
the number of professionals in a specific discipline.
Such data are not adequate to address many specific issues
such as the distribution, accessibility, utilization, pro-
ductivity, effectiveness and the bilingual/bicultural
nature of the AAPA mental health workforce.
For example, in the roster of the American Psychiatric
Association, AAPAs constitute the largest minority group of
psychiatrists in the United States. However, if we review
the study by Sata (1977)
,
one finds that the majority of
these AAPA psychiatrists are working in areas with very low
AAPA populations. As such, we do not know how many AAPA
psychiatrists are actually treating AAPA clients. For
psychology, the roster of American Psychological Association
(APA) show that AAPA psychologists constitute the largest
minority among all minority groups in the United States
(APA Monitor Survey, 1975) . However, the APA study neither
identifies the specialty areas to which these psychologists
belong (e.g., experimental, developmental, clinical,
social, school, etc.), nor whether they are in clinical
settings serving AAPA populations. Furthermore, whether
these psychologists actually have the language competencies
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or bicultural sensitivities to work with immigrant, mono-
lingual, or English— limited speaking clients is completely
unknown. Similar kinds of contradictions or lack of data
are true for psychiatric social work and for psychiatric
nursing (Murase, Kuramoto, Morales, and Munoz, 1981;
Fujika, Chin-Hansen, Lee, and Wong, 1981)
.
2. A majority of the studies are conducted by the
major national professional organizations, or federal
governmental agencies such as ADAMHA. Most of the manpower
studies are conducted by non-AAPA researchers. Available
data may result in misinterpretation and misunderstanding
of AAPA training and manpower needs. For example,
according to the ADAMHA Scientific Project Analysis and
Retrieval System (SPARS)
,
there were a total of 20 training
grants with a major emphasis on AAPA as of December, 1980.
It is estimated that a total of $1,261,252 was spent on
AAPA projects by the NIMH Division of Manpower and Training
programs in fiscal year 1980. However, judging from the
program description presented in the SPARS printouts, only
seven projects appear to have major focus on AAPA. Over
50% of the grants were awarded to the University of Hawaii.
It was assumed by the staff members from the SPARS project
that all projects in the State of Hawaii were serving AAPA
populations. There was no data on actually how many AAPA
were receiving benefit from such grants. There also
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appears to be a lack of uniform data collection systems
]_s related to AAPA populations in different branches
within the Division of Manpower and Training program. A
branch such as the Psychology Training Branch has a quite
extensive profile on the minority psychologists trained in
Clinical/Services programs. Data available in other
branches, on the other hand, is inadequate. Data may be
contradictory even when the same question is asked; that is,
a data request when responded to by the ADAMHA computer
systems will be different from that of the NIMH Computer
System, even though the same question is asked and NIMH
is an institute within ADAMHA. Furthermore, the data
generated by federal government agencies is at times very
different from data obtained from professional organiza-
tions or community agencies. Another concern over the
manpower studies conducted by the federal government and
professional associations is the tendency to generalize the
findings to all minority groups without respect to their
unique differences in supply, distribution, and utiliza-
tion of mental health manpower. For example, the lack of
psychiatrists for the Hispanic and American Indian groups
may be due to lack of supply. For Asian/Pacific Americans,
the critical problem may be maldistribution. Since there
are no reliable data on the number of AAPA mental health
professionals and paraprofessionals , much of the national
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strategy, in the past, has been to increase the manpower
supply for AAPA based upon findings for all minority
groups. What is lacking, however, is a clear picture of
what specific kinds of manpower are needed for AAPA commun-
ities. Therefore, it is very difficult to evaluate whether
the problems of shortage or oversupply of certain types of
mental health personnel is also applicable to the AAPA
(that is, for AAPA, an oversupply of social workers may be
desirable as a manpower strategy because this particular
profession is needed in great numbers by the AAPA communi-
ties)
.
3. There is no recent manpower study reflecting the
drastic change of the AAPA population. During the past
decade, AAPA population increased over 128% (Kim, 1981)
.
Data gathered in the early 1970's cannot be applicable to
the 1980's.
4. There are limitations of the application of man-
power projection methods on AAPA. According to the ADAMHA
Manpower Policy Analysis Task Force (1978), four generic
methods of estimating have been used most frequently.
These include: the economic market method, based on the
actual utilization trends of the target population; pro-
jections based on estimates of the mental health needs of
the population; the professional worker to population ratio
method, and projections based on estimates of the kinds and
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amounts of service needed to meet expected requirements for
mental health care. There are significant problems with
all the methods for projecting mental health manpower for
Asian/Pacific Americans. Some of the problems are: (a)
the actual utilization trend may not reflect the actual
need since Asian/Pacific Americans under-utilize mental
health services. Moreover, these projections do not con-
sider differences in level of training within each discip-
line; (b) the health need method is not practical because
(1) Asian/Pacific Americans are not included in the
national epidemiological studies, as such, and existing
data are fragmented and incomplete; (2) mental health
problems for Asian/Pacific Americans are being treated by
a variety of personnel in many different settings; as a
result, there is little consensus as to what is appro-
priate and adequate care; (3) little data are available on
the productivity of mental health personnel, and produc-
tivity may vary considerably depending on choice of treat-
ment modalities. Therefore, any projections based on these
data would be so unreliable as to be useless for policy
purposes
.
The changing definition of what groups are to be
included under the rubric "Asian and Pacific American"
presents another problem. For example, since 1978, Asiatic
Indians have been brought under this category. They are
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included in the 1980 Census. Consequently, data on AAPA
psychiatrists indicates a drastic increase because Asiatic
represent 10 . 1% of the total psychiatrists in the
U.S. with a total number of 448. it is still very con-
fusing as to what circumstances or in what status Pilipinos
should be considered as AAPA, since they represent 4.7%
(that is, 211 psychiatrists) of the total psychiatrists in
the United States. An extremely high percentage of the
AAPA nursing profession are Pilipino and the exclusion or
inclusion of this group will have a great impact on AAPA
data. Deficiencies in the existing manpower data are also
caused by the confusion of AAPA surnames. Many AAPA sur-
named mental health professionals are actually Anglo-
Americans married to AAPA men. Also, AAPA women who
married non-Asians are at times not counted in studies.
Such situations raise serious questions concerning the use
of Asian-sounding surnames as determinants of ethnicity.
Another problem is many AAPA surnames do not appear to be
"Asian," (such as many Pilipinos bear Hispanic surnames).
Adhering to this procedure may lead to the distortion of
reported numbers of AAPA professionals.
In summary, in light of the limitations of manpower
data as noted above, data available on the number of AAPA
mental health professionals should not be used as an
indicator as to the shortage or oversupply of AAPA mental
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health professionals. In fact, data presented or collected
by the government agencies and professional organizations
can have a negative impact on the AAPA because of the
amount of discrepancies that require interpretation and
explanation.
Shortages of Bilingual/Bicultural Personnel
According to the 1980 Census, 98% of all Indochinese,
90% of all Koreans, 70% of all Pilipinos and 60% of all
Chinese residents in the United States are immigrants and
refugees who must contend with the multiple problems of
language barriers, culture shock, unemployment and under-
employment, breakdown of old family and community support
systems. Unlike the traditional early Asian immigrants
who were resistant to seeking help from an outside agency,
given more secure family ties and structures, the new-
comers are forced to receive outside help with no other
alternatives. Recent studies support the finding that
many Asian/Pacific American clients do not speak English
(Lee, 1979; Murase, 1981). In an investigation of Chinese
patients who were hospitalized in California state mental
hospitals, Wang and Louie (1979) found that 38 percent
spoke little English and 18 percent spoke no English at
all. According to the admission and discharge record of
the Asian Unit of the San Francisco General Hospital, for
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a period of nine months in 1982, 73 Asian patients required
inpatient psychiatric hospitalization. Except for two
patients, all of them were foreign born. A majority of
them do not speak English well. Two of the most difficult
problems in providing mental health service to this new
non-English speaking immigrant group are language gaps
and cultural gaps between service providers and the AAPA
consumer groups.
Because of the very small number of Asian mental health
professionals available in community-based programs, many
AAPA clients are receiving services from non-AAPA personnel
who may not have the cultural sensitivity or language skill.
According to a national study conducted by ADAMHA in 1981,
a total number of 13 AAPA community-based mental health
programs were identified (agencies with over 50% AAPA
client population)
. Aside from these 13 centers, very
limited professional personnel are available to provide
services to AAPA population (Lee, 1981)
. One major concern
expressed by many Asian/Pacific participants in national
conferences is the poor fit between the client character-
istics (such as cultural diversity and linguistic facility)
and therapist characteristics (for instance, knowledge of
and experience with Asian American clients and bilingual
ability)
. Wu and Windle's study (1980) on the use of
community mental health centers by ethnic minority groups
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(the 13 Asian-American centers are included in the study)
demonstrates there was a direct relationship between the
number of Asian American staff and the number of Asian
American clients. On the basis of that finding, it is
suggested that minority group staffs be increased. A
study conducted by the Mental Health Services for Asian/
Pacific Americans (Murase, 1981), in Hawaii, Los Angeles/
Orange County, San Diego, San Francisco and Seattle,
strongly recommends that the community mental health
system make a concerted effort to commit the necessary
resources to increase the number of Asian/Pacific American
mental health professionals and that the community mental
health system mandate the inclusion of linguistic/cultural
advocacy capability for their professional staff in each
CMHC.
Some of the findings from Kim's (1978) survey are
also relevant. In her study, Chinese, Japanese, Pilipino
and Korean Americans rated characteristics considered
important in services. The existence of bilingual staff
and the helpfulness of staff were the top-rated character-
istics among a list that also included convenient access to
services, confidentiality of services, and financial cost
of services. Not surprisingly, immigrants considered
bilingual staff more crucial than U.S. citizens did.
Increasing the number of AAPA mental health providers alone
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is not adequate. At the present time, "language" and
"cultural" gaps of the AAPA providers and the AAPA consumer
groups are major manpower problems. Unlike some other
minority groups in the U.S., languages spoken in different
ethnic Asian communities are very different and are not
understandable across groups. In the first hundred years
of Asian immigration to the United States, the newcomers
were primarily Chinese and Japanese. However, in the past
ten years, there has been a dramatic increase of other
groups including Koreans, Samoans, Guamanians, Pilipinos,
East Indians, and Indochinese. Differing immigration
patterns, languages and varying acculturation, adaptation,
assimilation, community growth, and development patterns
have resulted in some very heterogeneous within-group
differences (Wong, 1977) . Some AAPA subgroups may have a
relatively high number of mental health professionals in
their group, while other subgroups may not. For example,
in the process of compiling a list of mental health Asian
professionals employed in community mental health programs
in the San Francisco area, it is quite clear that most of
the highly trained mental health professionals are Chinese
and Japanese. Many American-born Asian professionals have
little to no developmental experience or knowledge of the
culture and language of their own or other AAPA ethnic
groups. As such, they tend to be ill-equipped for the
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task. There is a very critical shortage of therapists
who are bilingual and/or bicultural, especially among the
new immigrant and refugee groups. Very few mental health
professionals are equipped to serve the following "at risk"
groups: (1) Indochinese refugees; (2) the wives of
American service men who are from Asian and Pacific
countries; (3) recent immigrants, especially the elderly
and children; (4) areas undergoing rapid cultural change,
e.g., parts of Hawaii, Samoa, Micronesia, and other parts
of the Trust Territories, and (5) individuals with multiple
problems, e.g., physical and developmental disabilities
concurrent with specific mental health care needs.
Mnldis tribution and Inefficient Utilization
of AAPA Mental Health Service Providers
Maldistribution exists when the distribution of
trained personnel is different from that of the need for
the personnel within a geographic area. There are at
present substantial numbers of AAPA mental health clinicians
especially psychiatrists and psychologists who are prac-
ticing in areas with relatively few Asian and Pacific
American people. Sata (1977) notes that while California
has approximately 50% of the AAPA population in the United
States, only 5% of the AAPA psychiatrists practice in the
state. For New York City, the Asian psychiatrist popula-
tion ratio was 1:11,400. Most of the New York State
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psychiatrists (55 out of 66) were practicing in state
institutions and non-metropolitan community mental health
facilities
.
Among the 1,000 Asian psychiatrists in the United
States, approximately 68 are American born Asian Americans.
A majority of the Foreign Medical Graduates (FMGs) have
gravitated to metropolitan centers whose populations have
become progressively more Black since the 1960s. Thus,
Asian FMGs are increasingly more responsible for the
delivery of health care services to American Black minority
populations. While there is a clear need to increase AAPA
providers in AAPA communities, many AAPA professionals will
not necessarily choose to provide services to AAPA clients,
especially the non-English speaking poor. Maldistribution
can be accounted for by other factors such as poor working
conditions, geographic location, career mobility, job
security, community pressure and inadequate salaries.
Furthermore, Asian/Pacific American mental health
manpower may not be efficiently used. Projected manpower
shortages and increases in the cost of health care could
be reduced if the productivity of personnel were increased
and if mental health personnel, programs and facilities
were efficiently and appropriately utilized. Many factors
make current utilization of mental health personnel less
than optimal. A report of the ADAMHA Manpower Policy
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Analysis Task Force identified the following (1978) :
(1) Lack of integration of mental health services with
other health services, and lack of coordination among
mental health services; (2) over-reliance on long-term
individual psychotherapy compared to small systems methods
(group, couple and family therapy)
,
chemotherapy when
iste
,
and crisis intervention; (3) civil services
systems, labor unions, and professional licensure laws
which restrict the efficient utilization, promotion or re-
deployment of personnel; (4) unfamiliarity with and lack of
respect for the competencies of members of other profes-
sional disciplines and of paraprofessionals and counselors;
(5) excessive staff turnover rates in mental health programs
and facilities; (6) inadequate management, planning and
evaluation capacity at the state and program levels; and
(7) an inadequate research base to determine the effective-
ness of different treatment approaches with different popu-
lations using different types of personnel.
Since there is no study conducted on the productivity
of the AAPA manpower, it is very difficult to draw any
conclusions on the efficiency of the AAPA manpower. How-
ever, the following phenomena may indicate that the limited
AAPA manpower may not be efficiently used;
1. Very few AAPA community-based mental health pro-
grams are administratively integrated with primary health
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care. According to a survey conducted by the Office of
Special Population, ADAMHA in 1981, only the mental health
program in Boston is integrated with primary health care.
2. Again, according to the ADAMHA survey in 1981,
almost all AAPA mental health programs are financially
supported by the federal, state or local public funding.
It is assumed that many agencies are restricted by the
civil service system.
3. Eight out of thirteen AAPA programs in the above
survey are located in California. It is assumed that many
AAPA practitioners are subjected to the very strict
California licensure laws. In a forecast of the future
for the mental health profession, it is predicted that
mandatory certification will be instituted for mental
health specialists before 1989, and that by the mid-1980s,
both certification and a Ph.D. will be required for private
practice (Anderson, Parente, Gordon, 1981) . It will, no
doubt, present a definite threat to many AAPA professionals
(especially the foreign trained) and paraprofessionals
.
4. Many AAPA mental health professionals and para-
professionals who work in California are employees of
community mental health centers. Community mental health
centers funded by the federal government have not been
sufficiently responsive to non-Whites. In 1976, 38% of the
CMHCs surveyed were serving non-Whites at lower rates than
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Whites. Lack of minority therapists and other personnel
has been postulated as a major cause of this apparent
under-utilization (Windle, 1976)
. Other studies also
suggested that work in many community mental health pro-
grams is usually frustrating and dissatisfying for staff.
When federal, state, and local governments reduce real
funding of programs at the same time that the incidence
of emotional disturbance in the community increases due to
economic hardship, staff caseloads probably will increase.
Such increases mean that staff members have less time and
energy to give each individual client, which ultimately
will interfere with one's sense of accomplishment (Cherniss,
Egnotios, 1978) . There is no study conducted on the job
satisfaction or turnover rate of AAPA workers. However,
one can assume that AAPA staff will be affected by the
above-mentioned conditions.
Lack of Trained Personnel with Proper Skill Mix
Many AAPAs who have had professional training in their
native country are not able to qualify for licensure in
this country without additional training. In an area which
requires high verbal skills, many of these practitioners
who are very well equipped to provide bilingual, bicultural
services in their area communities failed the written and
oral tests in English for obtaining the necessary license.
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A majority of the mental health providers are the
products of Western clinical-training university programs.
Except for some cases, traditional clinical training pro-
grams have not effectively met the personnel and training
needs of minority populations despite indications support-
ing the need for such training and service. A review of
federally-funded projects on curriculum and manpower train-
ing of minorities in alcohol, drug abuse and mental health
disciplines indicated scarcity and inadequacy of content in
curriculum materials (Clark, 1978). Very few Asian pro-
fessionals are employed in universities to provide role
models for Asian students. Except for universities located
in urban cities with Asian mental health facilities, Asian
trainees from most of the universities usually do not have
any work experience with AAPA populations. A survey
revealed that of the 27 Asian and Asian-American psychia-
tric residents trained at the Menninger School of
Psychiatry, only 4 had ever treated an Asian patient while
in training, although later as practitioners they have
served hundreds of Asians in the Topeka area (Wong, 1977)
.
Aside from the program at the University of Hawaii and San
Francisco General Hospital, there are no psychiatric
residency programs in the United States that incorporate
into treatment the cultural, social, and philosophical
differences that exist among Asian-Americans . This type
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of training experience indirectly discourages AAPA
trainees interested in working with AAPA and denies these
students the necessary training during a critical phase
in their professional careers.
In addition, since Asian focused curriculum is very
much lacking in teaching institutions, many non-Asian
providers are not equipped to deal with Asian patients.
Some community health service systems provide "minority-
focused" inservice training programs in their training
activities to their staff. Asian programs are usually not
one of the high priority groups. Very little attempt has
been made in enriching their staff's knowledge, skills or
attitudes required for the tasks.
Contextial Service Related Constraints
AAPA populations, especially the new immigrants and
refugees, are not entirely concentrated in "Chinatown" or
" Japantown. " Many AAPA families reside in suburban areas
of major cities or scattered locations which may cover
several service catchment areas. In most cases, bilingual/
bicultural service providers are unavailable in their own
catchment areas. The administrative and organizational
structures of community mental health centers, in many
instances, do not have the flexibility to allow their Asian
patients to receive bilingual/bicultural services across
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the catchment area territories. Many AAPA patients are
denied access to treatment and services. The 1980 Census
indicates a drastic increase of AAPA who reside in towns,
cities, or states with few AAPA in the past. They con-
stitute a new unserved population.
Inadequate Planning, Policies, and Funding
for Manpower Production
While the mental health service needs are increasing,
there has been a decline in funding available for specific
AAPA programs (all NIMH funded AAPA mental health training
programs are expected to be closed by June, 1983). The
handful of mental health programs in AAPA communities are
under constant threat of being curtailed, or even termin-
ated, due to instability of the funding base or lack of
firm commitment by the funding sources. The establishment
of new AAPA mental health services is very difficult. Even
though more AAPA well-trained ADM professionals are willing
to serve the AAPA population, very few AAPA service agencies
have the hiring capacity to absorb them into their system.
The federal cut-back of human service funding provides a
new threat to many AAPA agencies. In addition, there are
presently no Asian staff employed in the Training Divisions
of NIMH. Very few Asians are represented in Initial Review
Group (IRG) committees related to training and manpower
development. Consequently, there is no systematic approach
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or national policy related to AAPA manpower and training
development. No data are available on the AAPA participa-
tion at the state planning level. The listing of State
Manpower Planning Directors does not show any Asian/Pacific
American surnames.
Finally, several other policy and implementation
issues emerge:
1. There is a shortage of highly trained AAPA
researchers, administrators, teachers, and supervisors.
Most of the very few AAPA mental health professionals are
specialized in clinical treatment. There are very few
minorities engaged in health service research, formulative
health policy, and serving as faculty and role models to
minority students (Thompson, 1978) . Very few are capable
of providing education, consultation, supervision, plan-
nine and research related to the AAPA population.
2. There exists some resistance of existing community
mental health centers to employ bilingual/bicultural
personnel. The failure of community mental health facil-
ities to comply with existing statutes results in limiting
full access to and availability of their services to AAPA.
Non-compliance also results in denial of employment oppor-
tunities to qualified bilingual/bicultural persons in AAPA
communities
.
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3. Much concern has been expressed over tokenism in
employment of bilingual/bicultural personnel. in practice,
many agencies employ a minimum number of AAPA personnel who
are then being widely dispersed throughout the system.
Experiences have shown that when AAPA are employed and
deployed as teams or units, rather than singly, their
visibility and effectiveness as service providers, as well
as their utilization, are greatly enhanced (Sue and
McKinney, 1975; True, 1975)
.
Summary
In summary, there are several critical areas of man-
power concerns relating to AAPA: (1) lack of available
data on AAPA mental health manpower; (2) deficiencies in
the existing mental health data; (3) shortages of bilingual/
bicultural personnel; (4) maldistribution and inefficient
utilization of AAPA mental health service providers;
(5) lack of trained personnel with proper skill mix;
(6) contextual service related constraints; and (7) inade-
quate planning, policies and funding for manpower pro-
duction. During the past few years, widespread concern has
been voiced regarding the supply, distribution and training
of bilingual/bicultural AAPA mental health personnel in
order to meet the mental health services needs of this
rapidly increasing population ( Task Panel Reports , 1978;
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Kim, 1978; AAPA Consultants Group to ADAMHA, 1980)
. There
is a definite need to obtain AAPA manpower data from the
AAPA communities with strong community participation by
AAPA researchers with direct and immediate benefit to the
AAPA mental health providers and agencies. This research
represents the first main attempt to provide initial data
on AAPA mental health service providers in a major urban
city.
CHAPTER III
METHOD
Introduction
This chapter will be presented in two parts. Part I
will discuss the methodology utilized in a survey titled:
Community Mental Health Service Manpower for Asian and
Pacific Americans in the City and County of San Francisco.
This section will include four major areas of the study:
selection of samples, data collection, development of
measures, and method of analysis. Part II will present
the method used in a case study of an AAPA focused mental
health center. The agency selected for this case study was
the Richmond Area Multi-Services, Inc. (RAMS), a community-
based mental health service and training center in the City
of San Francisco.
Part I: Survey on Community Mental Health
Services Manpower for AAPA in the City
and County of San Francisco
This section will delineate (1) the selection criteria
used in the selection of participants; (2) method used in
identifying agencies with AAPA providers; (3) the types of
samples which were formed; and (4) the characteristics of
these samples.
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Selection Criteria
. The following criteria were used in
the selection of AAPA providers to participate in this
study
.
(a) Participants must be Asian Pacific Americans (as
defined in Chapter I)
.
(b) Participants must work in a treatment program
totally or partially funded by San Francisco Community
Mental Health Services (CMHS) (as opposed to federally
funded hospitals, or private hospitals with no CMHS fund-
ing) .
(c) Participants must be located in a site that pro-
vides services as a primary focus (as opposed to research
and/or training)
.
(d) Participants must work in mental health treat-
ment programs to provide outpatient, partial day and 24
hour care (as opposed to providers in private practice,
consulting firms, private industry, etc.).
(e) Participants must be staff members or trainees in
the following mental health positions: psychiatrist,
psychologist, social worker, psychiatric nurse, psychiatric
technician, health worker, community mental health worker,
counselor, occupational therapist, mental health educator,
rehabilitation counselor, pharmacist and administrator
with mental health training (as opposed to secretary,
clerk, teacher, etc.).
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Identification of Treatment Programs
. In order to identify
all AAPA providers that met the selection criteria, it was
essential to contact all treatment programs funded by CMHS.
The Community Mental Health Services Site Listings
,
pub-
lished in September, 1980 by CMHS and five directories
published by all five mental health district offices were
used in the development of a comprehensive list of all
treatment programs. The list was updated with information
from the CMHS office, adding the new programs funded for
the fiscal year 1982-1983. The address, phone number,
service provided, service objective and staffing pattern of
each agency was examined. Since there were no available
data on the number and the type of AAPA mental health
staff and trainees in the CMHS system, it was necessary to
contact all agencies of 93 treatment programs and 6 admin-
istrative offices under CMHS (see Appendix B)
.
The Director or representative of each agency was
interviewed either by face-to-face or telephone contact.
(A total of fifteen visits to community agency sites and
more than 100 telephone calls were made.) Content of
contact included: (1) an explanation of the rationale of
the study; (2) the nature and objective of the study; and
(3) a request for the number of AAPA mental health pro-
viders. Agencies with AAPA providers were requested to
provide the name, the discipline, position and sex of all
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staff and trainees, and to discuss the most appropriate way
to encourage the staff's participation in the study. Input
and the cooperation from many agency directors were found
to be extremely helpful, not only in identifying the AAPA
providers, but also in encouraging the staff to return the
questionnaires. Staff from the outpatient and partial day
care settings were much more able to provide information
about AAPA providers than the 24 -hour care facilities. For
most of the hospitals, there were no listings on available
AAPA providers. Information on such settings, therefore,
depended on informal information. Several providers were
identified after the data analysis and consequently were
not included in the sample. However, a total of 142
providers were identified by a total of 93 treatment pro-
grams and 6 administrative offices of CMHS.
Identification of Subjects . The major effort to identify
individual AAPA providers was based on the agency contacts,
as described in the previous section. However, in order to
ensure the accuracy and reliability of the sample, the
following additional steps were taken: (1) a listing of
all AAPA providers in the Bay Area was obtained from the
office of the Pacific Asian Mental Health Research Project;
(2) names of appropriate AAPA students or residents were
requested from the staff members of four Bay Area
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universities; (3) a review was made of all participants
(approximately 300) who attended the First Asian American
Conference on Clinical Issues which was held in August,
1982; (4) specific AAPA ethnic organizations such as
Pilipino Mental Health Resource Group, Samoan Paraprofes-
sional Training Project, Korean Community Service Center,
Bay Area Indochinese Mental Health Project, etc. were
contacted to obtain names of providers from the various
AAPA groups; and (5) membership listings from specific
professional organizations were obtained (such as the Bay
Area Social Work Association)
.
As a result of the excellent cooperation from the
agencies, AAPA organizations, universities, and many AAPA
providers who were interested in this study, a total of 142
providers were identified. A master chart was made listing
each provider's name, discipline, position, sex, nature of
agency and a code number. In addition, a file was made for
each provider which included the name, name of agency,
address, telephone number(s), date of contacts, and code
number. This file was utilized to contact each individual
provider.
As shown in Table 1, a total of 133 providers were
identified that met the qualifications and criteria for
participation in this study. One hundred sixteen providers
out of one hundred thirty- three participated in the study.
TABLE 1
NUMBER AND RETURN RATE OF RESPONDENTS
N %
Number of
Questionnaires Sent 133 100.0
Number of
Total Return 116 87.2
Number in Final
Research Sample 96 72 .7
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reflecting an excellent response rate of 87.2%. However,
96 of these were utilized in the final analysis and
reported in the results. Twenty of the responses were
returned too late for inclusion into the analysis. There-
fore, the final survey analysis was based on 96 out of 133
possible subjects, still reflecting a high return percent-
age of 72.2%.
Basic demographic data were collected, however, on
all 133 providers from the telephone and face-to-face
contacts with agency directors or other staff members.
These provide a comparative analysis with the 96 respon-
dents used in the final analysis. As indicated in Tables
2, 3 and 4, differences between the response group and the
total group were subjected to chi square analysis and were
not statistically different. We, therefore, can assume
that our respondents are not significantly different than
the total provider population.
Characteristics of the Sample . Table 5 lists the results
of the demographic measures. The final sample was composed
of 51 males and 45 females. Of these, 55.2% of the total
sample group were under 35 years of age, with a high 18.7%
between the ages of 25 to 29 years, and 32.2% between 30
and 34 years of age. Of the 96 respondents, 34 were born
in the United States, 22 were born in China, 12 were born
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TABLE 2
COMPARISON OF RESPONDENTS TO TOTAL
NUMBER OF PROVIDERS RECEIVING
QUESTIONNAIRES ON SEX
Male Female Total
Total Population 62 71 133
(46%) (54%) (100%)
Total Sample 51 45 96
(53%) (47%) (100%)
X
2
= 2.05
df = 1
P . 20
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TABLE 3
COMPARISON ON ETHNICITY OF RESPONDENTS
TO TOTAL NUMBER OF PROVIDERS
RECEIVING QUESTIONNAIRES
Ethnicity Total
N
Sample
%
Total
N
Population
%
Chinese 59 61.4 84 63.2
Japanese 10 10.4 15 11.2
Pilipino 8 8.3 13 9
-
7
1Korean 1 1.1 1 0.8
Vietnamese 9 9.4 9 6.7
Cambodian/Laotian 2 2.1 2 1.5
Mixed (Eurasian) 4 4.2 5 3.8
Other AAPA 3 3.1 4 3.0
Total 96 100.0 133 100.0
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TABLE 4
COMPARISON OF RESPONDENTS TO TOTAL
NUMBER OF PROVIDERS
RECEIVING QUESTIONNAIRES ON DISCIPLINE
Total Population Total Sample
N % N %
Psychiatrist 9 6.8 7 7.2
Psychiatric Resident 4 3.0 4 4.1
Psychologist 18 13.5 14 14.5
Psychological Intern 8 6.0 6 6.2
Social Worker 35 26.3 24 25.0
Social Work Intern 5 3.7 3 3.1
Registrar Nurse 14 10.5 8 8.3
Nursing Intern** 1 0.7 1 1.0
Psychiatric Technician 2 1.5 2 2.2
Health Worker 16 11.3 11 11.4
Mental Health Counselor 7 5.3 5 5.2
Occupational Therapist 2 1.5 2 2.2
Occupational Therapy
Intern 1 0.1 1 1.1
Rehabilitation Counselor 2 1.5 1 1.1
Pharmacist 4 3.1 3 3.2
Mental Health Educator/
Coordinator 3 2.2 3 3.2
Others 2* 1.5 1 1.1
Total 133 100.0 96 100.0
1 acupuncturist and 1 Doctoral of Mental Health
System.
Nursing intern in graduate program only.
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TABLE 5
DEMOGRAPHIC MEASURES
OF RESPONDENTS
Age
:
55.2% under 35
Sex 53.13% male and 46.88% female
Place of Birth: 35.4% U.S. born and 64.6%
foreign born
Ethnicity: 61.4% Chinese: 10.4% Japanese;
9.3% Vietnamese; 8.3% Pilipino;
10.6% Others
Employment Status: 65.6% full time; 12.5% part time;
15.6% trainees
Discipline
:
|
11.3% psychiatrists and psychiatric
residents; 20.7% psychologists and
psychological interns; 28.1% social
workers and social work interns;
8.4% registered nurses and nursing
interns; 2% psychiatric technicians;
11.4% health workers; 5.2% mental
health counselors and 8.3% others
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in Hong Kong, 7 were born in Vietnam, 8 were born in the
Philippines. The ethnicity breakdown shows a total of 59
61.4-6 Chinese. They represent the largest ethnic group
in the sample. Tables showing this data will be presented
in Chapter IV.
With regard to the professional discipline and job
positions, social workers represent the largest group, with
a total of 28.1%. Other groups are psychologists (20.7%),
health workers (11.4%), psychiatrists (11.3%), psychiatric
nurses (8.4%), mental health counselors (5.2%), psychiatric
technicians (2%), and others (8.3%) (see Table 4).
Method of Data Collection
Respondents were contacted and informed of the study
primarily at their places of work. This contact was
carried out mainly through: (1) individual face-to-face
contacts; (2) telephone contacts; (3) group meeting formats
and (4) group meetings held with staff members as suggested
by the Directors of the agencies. The content of this
first contact included: (1) explanation of the nature and
significance of the study for the respondent; (2) explana-
tion of the confidentiality conditions of the project;
(3) information on the voluntary nature of participation
in the study; (4) discussion of the sample questions which
were included in the questionnaire in order to ensure
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adequate understanding; and (5) information on any addi-
tional questions raised by the respondents. Individual
contacts were made in English or Chinese (Cantonese or
Mandarin) depending on the respondent's primary language.
One group meeting was conducted in Cantonese due to the
large numbers of foreign born mental health workers in
the group.
Following the initial contact, questionnaires
(Appendix C) were distributed to participants, together
with (1) a cover letter to explain the purpose of the
study (Appendix D) ; (2) an Information Sheet for Participa-
tion in Research (approved by the Human Subject Committee
of the University of California, San Francisco) (Appendix
E) ; (3) a prepaid, pre-addressed envelope so that the
respondent could return the questionnaire directly to my
office by mail. The questionnaires were distributed at
the sites in a variety of ways. At five sites, question-
naires were hand-delivered to the agencies. The agency
directors distributed the questionnaires at their staff
meetings. The majority of the questionnaires were mailed
out directly to the respondents' offices or home addresses.
For the respondents whose names were given to me after the
distribution of the questionnaires, they were given a
choice to answer the questions through face-to-face or
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telephone interviews.
The procedures for the return of the questionnaires
varied according to the conditions which could be agreed
upon with the participating organizations. In some cases,
I collected the questionnaires directly from the respon-
dents. The majority of the respondents returned the
questionnaires directly to my office by mail.
The following follow-up efforts were made to urge
participation. The researcher: (1) contacted individual
respondents (face-to-face or telephone) to make sure that
he/she received the questionnaire and answered any further
questions; (2) increased my physical visibility by making
frequent visits to agencies with high concentrations of
AAPA staff; (3) extended time to individuals who requested
more time to fill out the questionnaire; (4) highlighted
the 'payoff" of this study to individuals in the cover
letter and my personal contacts with them (i.e. f a summary
of findings would be sent to them) ; (5) increased the
respondents' "sense of obligation" by stating repeatedly
the significance of this study to the AAPA community;
(6) respected the respondents' need for confidentiality
(most of the AAPA providers know each other) . They were
given options not to answer any questions which they felt
were too personal; (7) allowed the Program Directors of
the participating agencies to design the best data collection
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methods that fit their agency structure; and (8) used
informal contacts (i.e., sending handwritten personal
reminders instead of formal typewritten follow-up letters)
.
This approach appeared to be very effective due to the
Asian cultural values and preferences.
The variety of ways used in this study appeared to
produce very positive outcomes. As mentioned above,
including the late return, a total of 116 providers
responded. Compared to the return rate of other recent
manpower studies and their respective return rates of
66.7% (Blum and Redlich, 1980), 68.0% (Sata, 1978), 55.0%
(Smith and Soper, 1978), and 43.6% (Blum and Parad, 1978),
our return of 87.2% can be considered very high. Further-
more, as noted in standard survey questionnaire research
(Survey Research Center, 1979)
,
mailed return surveys have
usually return rates of 33.3%.
Measures
The questionnaire was designed to obtain information
from the respondents in five major areas (see Appendix C
for a copy of the questionnaire) : (1) principal work
activities (8 items); (2) professional pathway and work
history (5 items); (3) educational and training background
(3 items) ; (4) interest, previous experiences, and skills
in job functional areas (3 items) ; and (5) background and
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demographic characteristics of respondents (22 items)
.
Whenever possible, standard measures currently used in
manpower and personnel research were used (and documented
below)
. In the specific area of AAPA manpower training,
existing measures were not available; as such, these were
created specifically for this study. Measures used for
the five major areas are described and their use in pre-
vious studies are provided as follows (see Appendix G for
a list of all the items and their location in the question-
naire) .
Principal Work Activities . The eight items in this area
provided measures of the kinds of job functional area
needed to describe the respondents' current and previous
work activities. Items included: current job position
title, location of principal worksite, primary functions
of current position, length of employment, employment
status, work week hours, type of work activities, and
other types of mental health related work (aside from
principal worksite) . These measures were taken in exact
form from the State of California Mental Health Manpower
Survey Questionnaire. This survey is conducted by the
State of California on a periodic basis. Using the
measures in the exact form as found in the California
Survey allowed for a standard format by which data could
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be recorded (and as necessary, compared)
. Three other
items measuring work satisfaction and dissatisfaction were
also included in this section. A general four-point,
LiKert-scaled single item to measure job satisfaction was
adopted from the questionnaire used by the Institute for
Social Research, The University of Michigan, in their
studies on job satisfaction. Two open-ended measures to
tap job satisfaction and dissatisfaction were created
specifically for this study. These two items resulted in
write-in responses and the data so collected were subjected
to content analysis. The inter-rater agreement by two
independent raters using the derived content categories was
over ninety percent.
Professional Pathway and Work History . The five items in
this area were designed to measure the variety of pathways
and work history the AAPA mental health provider has had.
Since our review of the literature indicated that most
minority mental health providers have had a varied and
often different work pathway by which each individual
arrived at his final mental health position, it was impor-
tant to document and trace that course for AAPA providers.
Standard measures taken from the State of California Survey
included: (1) years in mental health; and (2) type of
license or certificate. Other measures were created
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specifically for this study; these included a matrix-for-
matted item to tap mental health experience pathway (which
included questions about previous mental health, social
and other human services paid experience, volunteer exper-
iences and board and community experiences) and an open-
ended question to obtain information about (1) general,
and (2) the "single most critical" factor contributing to
the decision to work with AAPA communities. This latter
measure was subjected to content analysis, and the resulting
categories were used to code the open-ended responses to
computer-ana lyzable form. The inter-rater agreement by
two raters were used. One coded all responses and the second
coded 50% of the responses. The inter-rater reliability
on jointly coded items was 88.3%.
Educational and Training Background . The 13 items that
composed the questionnaire for this major area were either
derived specifically for this study or were taken from
standard surveys of graduate education students. Items
that were borrowed from the Survey of Earned Doctorates
included: highest earned degree, location and program of
the formal education process, field placement and/or
residency training experiences. Other open-ended questions
had to be created specifically for this study as none had
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existed in the literature. The measures used to obtain
information on AAPA and minority content in training
included: factors that have influenced the choice in
attending a particular training program, ethnic-minority
content in training, AAPA content in training, number of
ethnic minority and AAPA supervisors, direct working exper-
iences in providing services to AAPA or other ethnic minor-
ity clients, and ethnic-minority composition of students in
the training program. Most of the created measures required
no content analysis. In the cases where information merely
needed to be changed to computer coded categories, such
operations were performed by this researcher and cross
checked by one other reader. For the measure of factors
that influence the choice of training program, responses
were content analyzed and the resulting coding categories
were subjected to an inter -rater reliability analysis.
Using the total responses obtained, the inter-rater agree-
ment between two independent raters was 84.5%.
Interest, Previous Experiences, and Skills in Task Areas.
The three major areas tapped by this set of measures
included: degree of interest and flexibility in function-
ing in a particular job service area, competence and skills
as indicated by previous work experiences in job perform-
ance in a service area, and self-assessment of skill and
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skill and language abilities. This questionnaire measure
was based upon a screening instrument developed for selec-
tion purposes of providers at the Richmond Maxi-Center
(District V Community Mental Health Center) for the past
six years. The original screening instrument was developed
by Wong (unpublished report) and was based upon methodology
developed at the Center for Research Utilization of Scien-
tific Knowledge at the University of Michigan (Likert,
1967; Maier and Hoffman, 1961; Barrett, 1970). The
measures employed a Likert scaled response format with
single item questions for each functional area measured.
Background and Demographic Characteristics
. The 22 items
in this section that composed the measures were taken from
standard measures of background and demographic variables
(Robinson and Shaver, 1973; Robinson, Athanasiou, and
Head, 1969). Measures included; age, sex, birth place
(self and parents), ethnicity, years in the United States,
siblings, birth order, parents' occupations, parents'
schooling, languages spoken with family members and peers,
marital status, number of children and income (annual
salary)
.
Three AAPA researchers provided input into the design
of the questionnaire and served as the data coders. All
three are psychologists who work as administrators and
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clinicians in cormnunity mental health service systems in
San Francisco with extensive background in community
research. Each individual has had over eight years of
experience in the mental health system of the county.
Generally, approximately one hour was required to
complete the ten page questionnaire. Since all the AAPA
providers involved in the study were assumed to have more
than high school educations and were able to read English,
it was decided that it was unnecessary to translate the
questionnaire into AAPA languages. The questionnaire was
printed by a professional printer.
Method of Analysis . Responses to questionnaire items were
coded and keypunched. The coded data were read into a disk
file for subsequent analysis. Analyses for this study have
been carried out using the Statistical Analysis System
(SAS) data management and analysis programs at the Computer
Center, School of Medicine, University of California, San
Francisco. For descriptive data, standard programs for
one-way frequency and related statistical summaries were
used. Cross tabulation analyses and accompanying statis-
tical measures were used to indicate relationships between
two or more variables. Where special procedures are used,
they will be explained in the chapter on results, which
follows this chapter.
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Part II; Case Study
Rationale of Agency Selection . The Richmond Area Multi-
Services, Inc. (RAMS)
,
in San Francisco, was selected for
the case study. This particular center was chosen for the
following specific reasons: (1) the Center is located in
the Richmond District of San Francisco with around 40% AAPA
populations; (2) it is the only AAPA agency in San
Francisco providing a wide range of mental health
services — outpatient, day treatment, specialized services
to the Indochinese refugee population; (3) it is the only
National Institute of Mental Health supported community-
based, freestanding predoctoral psychology internship for
minorities that has APA approval; (4) the Center has a
large number of AAPA staff. The staff members are multi-
disciplinary and can provide service in seventeen languages
besides English; (5) the program has achieved local and
national recognition for its services to AAPA and is
identified as an exemplary mental health program.
Case Study Methodology . The researcher conducted a thor-
ough review of available program documents as well as
interviews and on-site observations in order to produce a
comprehensive description of the agency. This research did
not involve an evaluation of the program, but rather used a
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case study approach to document and describe the agency's
history, philosophy, service system, support structures,
goals and objectives, community environment, resources,
community needs, and other pertinent areas. Specific
documentation was made as to the circumstances and program-
matic thrusts made by this agency that has allowed it to be
effective with Asian and Pacific Americans. The data
gathering processes include the following:
(a) Identified program managers and policy makers.
(b) Identified program activities and background of
agency.
(c) Interviewed executive director and program
managers using an open-ended format.
(d) Reviewed program documentation from existing
source materials.
(e) Examined field operations in central and area
offices with selected interviews of staff using open-ended
format
.
(f) Obtained documentation on the use of management
information as well as program descriptions (e.g., contract
with community)
.
(g) Obtained from the program documentation the ideal
set of objectives and expectations.
(h) Described actual and expected program performance
(using standards set by agency)
.
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(i) Described program activities underway.
(j) Described existing data on program performance.
(k) Derived (1) agency background, structure and
history; (2) preliminary and final logic, functional and
measurement models (see Figures E, F, H) ; and (3) validated
with appropriate policy makers and program managers. An
explanation of these models is given in the next paragraph.
The "logic model* described the goals, objectives,
activities and measurable outcome objectives of the agency.
The "functional models" described the way in which specific
activities were directed to the achievement of the stated
objectives. "Measurement models" were utilized to indicate
the points at which measures were taken to show that an
event, activity or service had taken place. The measure-
ment model also specified the nature of the measurement
instrument. Data sources for construction of the measure-
ment model included: (1) data system manuals; (2) evalua-
tion designs and output; and (3) researcher's observations.
Appendix F (Schmidt, Scanlon and Bell, 1979) provided a
list of elements required for a complete program descrip-
tion.
In addition to the program description, the executive
director and select staff were interviewed to obtain informa-
tion on the program's history and background. Information
gathered included:
94
(a) Agency background and description;
(b) Program structure;
(c) Program goals and objectives;
(d) Agency resources;
(e) Community board structure and representation;
(f) Staffing and personnel configuration;
(g) Training and staff development program;
(h) Needs assessment;
(i) Data collection on client, personnel, fiscal
data and service;
(j) Measurement indications and program evaluation.
The "logic models" described program goals, the strate-
gies aimed at the achievement of these goals and the
activities directed toward the strategies. Causal assump-
tions underlying the relation between the goals, strategies
and activities were identified.
As part of the case study, the researcher attempted to
determine what factors led to this particular program's
success. The strategies which have made this particular
program relevant to each specific AAPA cultural group were
examined and documented.
Guiding the final write-up of the case study, all
accumulated program data in light of the general services
criteria/categories of accessibility, availability,
acceptability, appropriateness and accountability were
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taken into consideration as outlined below.
Accessibility
• Location of facility in relation to services
targeted to specific population groups.
• Citizen participation and control of mental health
services
.
• Perception of community of culturally/racially
alien care givers.
Availability
• Comprehensive services or referral: inpatient
services, outpatient services, partial hospitalization
services, emergency services, consultation and education
services, etc.
• Average number of evening hours and weekends to
accommodate low and middle income groups.
• Average waiting time before appointment, average
waiting time at appointment for treatment, length of
treatment
.
Acceptability
• Patterns of utilization based on ethnicity, sex,
age, marital status, family income, and education.
• Early drop-out from therapy: evaluation between
discontinuance reasons (treatment completed andmajor
96
unilateral discontinuance)
.
• Client involvement with therapist on the expecta-
tions of outcome and length of treatment.
Appropriateness
• The existence of bilingual/bicultural staff:
psychiatrist, clinical psychologist, social workers,
indigenous workers, "culture specialists."
• Based on subculture, extent to which traditional
healers (e.g., acupuncturist, herbalist) are identified
and linkages established.
• Ambience: use of decorations, photo displays,
furniture, depicting the ethnic group (s) served to provide
warmth, informality, receptivity, etc.
• Use of social and cultural support networks:
"village kin" (extended family and relatives) network and
non-kin network (e.g., doctor, priest, friend, bartender,
etc
.
)
.
• Use of bilingual literatures: ethnic newspapers,
radio and TV programs.
Accountability
• Extent to which compliance, remedial actions, and
monitoring have been achieved.
• Adequacy of Asian and Pacific staff representation
to reflect catchment area served.
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• Adequacy of Asian and Pacific advisory/governina
board representation to reflect the community/catchment
area served.
• Adequacy of outreach services to this ethnic group.
• Extent minority clients are utilizing/under-
utilizing services to reflect population served.
• Extent patient's rights and advocacy programs are
implemented to protect particularly the non-English and
limited English speaking persons.
• Adequacy of bilingual manpower.
In summary, it was the intent of the researcher to
conduct an in-depth case study of a community mental
health agency in San Francisco with a special focus on its
effort in providing mental health services and training to
AAPA populations. Case study findings are presented in
Chapter V.
CHAPTER IV
RESULTS : SURVEY ON COMMUNITY MENTAL
HEALTH SERVICE MANPOWER
FOR ASIAN/PACIFIC AMERICANS
In Chapter I, six hypotheses regarding AAPA manpower
were presented. The results of analysis to test these
hypotheses will be reviewed and examined in the following
sections
.
Hypothesis 1
There is an underpresentation of bilingual AAPA
mental health providers in the City and County of San
Francisco to serve the emerging new immigrant and refugee
population (Pilipino, Korean and Indochinese) .
This section addresses the special manpower concerns
relating to the particularly high-risk new immigrant and
refugee population — the Pilipino, Korean, Vietnamese,
Cambodian and Laotian (hereafter referred to as "emerging
AAPA" for discussion purposes)
.
In San Francisco, according to the 1980 U.S. Census,
of a total of 147,426 AAPA population, 38,265 or 26% were
Pilipino, 5,583 or 3.9% were Vietnamese, 3,763 or 2.6%
were Korean. Collectively, they represented a total of
32.5% of the total AAPA population in San Francisco (see
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TABLE 6
NUMBER OF AAPA PROVIDERS
BY ETHNICITY
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AAPA Group Population* % AAPA
No. Provider
in Sample
% Provider
in Sample
Chinese 22,480 55.9 59 61.4
Japanese 12,046 8.2 10 10.4
Philipino 38,265 26.0 8 8.3
Vietnamese 5,583 3.9 7 7.3
Cambodian Not
Available
- 1 1.1
Laotian Not
Available
- 1 1.1
Korean 3,763 2.5 1 1.1
Others 5,289 3.5 9 * * 9.3
Total AAPA 147,426 100.0 96 100.0
* 1980 U.S. Census
** Includes all Eurasian, Asian Indian, Mixed AAPA groups
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Table 6). The number is estimated to be much higher due
to the extreme undercount rate of new immigrant and refugee
population in the 1980 Census. According to the Pacific/
Asian Mental Health Research Project in 1981, the current
estimate for Indochinese refugees in the Greater San
Francisco Bay Aea is 39,500 to 42,500. The same research
report on program utilization also revealed that a total
of 13,464 Vietnamese, 4,900 Laotian, 121 Cambodian, and
399 Hmong were served by the San Francisco agencies (see
Table 7). Based on the finding, the actual population is
definitely higher than the 1980 Census report. This problem
of undercount was also expressed by many Korean and Philipino
respondents in the current study.
Unlike the second or third generation Chinese or
Japanese Americans, many newcomers from these emerging
groups have to face an unpredictable avalanche of social,
vocational and economic problems as a result of their
immigrant status. Consequently, they increasingly become
the predominate consumers in our mental health and social
service delivery systems. As shown on Table 7, the pro-
gram report from San Francisco AAPA agencies reflects a
strikingly high utilization rate among the emerging AAPA.
Of a total of 44,674 clients served from 1977 to 1980,
23,450 or 52.49% are from this group. Of the Vietnamese
TABLE 7
PROGRAM UTILIZATION FOR SAN FRANCISCO
PACIFIC/ASIAN AMERICAN AGENCIES
(1977 to 1980)
Ethnicity Total
Pacific Asian 7,671
Chinese 462
Japanese 661
Korean 966
Pilipino 1,252
Pacific Islander 11
Southeast Asian 67
Cambodian 121
Ethnic Chinese 12,145
Hmong 399
Khmer 1,469
Laotian 4,990
Mien 722
Vietnamese 13,464
Other 274
Total 44,674
Source Pacific/Asian American Mental Health
Research Project, 1981.
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clients alone, they represent 30.13% of the total client
population. Together with another 28% Pilipino, they
emerged to become the most visible recipients of our
service systems. Furthermore, it is estimated that 70%
of all Pilipino, 90% of all Korean and nearly 100% of
the Indochinese refugees are first generation. They con-
stitute a unique monolingual client population with multi-
lingual, multi-service demands.
Hypothesis 1 in this study predicts that while the
number and service utilization rate are proportionately
high (based on the 1980 U.S. Census and the 1981 Pacific
Asian Mental Health Research Project survey)
,
the bilingual
mental health providers available to serve this group is
still proportionately low.
Findings
(1) Number of emerging AAPA providers in sample . The
results from the data analysis support the prediction
that the bilingual mental health providers available to
serve the emerging AAPA population are noticeably
lower in comparison with other AAPA groups. As shown in
Table 6, the overwhelmingly large number of mental health
providers in the research sample were Chinese. A total
of 59 Chinese were identified, representing 61.4% of the
total population. There were 10 Japanese providers in
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the sample
,
representing another 10.4%. There was not one
single provider from the Pacific Islander group in the
sample. As predicted, the number of mental health pro-
viders from the emerging AAPA background were relatively
low. A total of 18 providers were identified (8 Pilipino,
1 Korean, 7 Vietnamese, 1 Cambodian and 1 Laotian)
.
Collectively, they represented only 18.8% of the total
sample population.
In comparison with the 1980 Census, underpresentation
of mental health providers was more evident in the Pilipino
group. While this group represented 26% of the San
Francisco AAPA population, only 8.3% of the providers
were from this particular ethnic background. Obviously,
based on the finding, there was a tremendous lack of
mental health manpower available to serve the Korean,
Laotian and the Cambodian groups (only one single provider
in each group)
. Surprisingly, the Vietnamese group had a
higher percentage of providers than the percentage of AAPA
population. Such findings should not be conclusive in any
manner due to the extreme undercount rate of refugee popu-
lation in the 1980 Census as mentioned earlier. If we
assume the problem of undercount also exists in the Korean
and the Pilipino population, the number of emerging AAPA
population would be higher than 32.5%, and therefore, they
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were more underpresented in the research sample.
(2) Demographic differences
. The research findings
also revealed some of the following demographic differ-
ences between the emerging AAPA providers and the "well
established" Chinese and Japanese providers (see Tables 8
and 9)
.
(a) Except two Pilipinos, all other 16 emerging
providers were foreign-born, (b) Except one Pilipino, all
were bilingual in their own native language. Many Viet-
namese also speak fluent French, (c) They had higher
percentages of providers with high school or less educa-
tion. Nine out of 18 have Bachelors degrees or less
education, (d) They were well represented in the job
positions such as psychiatrist, social worker, mental
health worker, and counselor categories, but under-
represented in job titles such as administrator,
psychologist, pharmacist, occupational therapist (see
Table 10)
.
( 3 ) Demographic differences within the emerging AAPA
group
.
The available data also indicated marked differ-
ences among the emerging AAPA population. For example,
as shown in Table 9, the Pilipino and the Vietnamese were
much more highly educated than the Cambodian and Laotian.
There was also an age difference among these groups.
Except one individual, all Vietnamese providers were over
35 while all the Korean, Laotian and Cambodian providers
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TABLE 8
EDUCATIONAL BACKGROUND
OF EMERGING AAPA POPULATIONS
Total
Sample
Emerging
AAPA %
High School or Less 7 2 28.6
AA Degree 3 0 0
Bachelors 21 7 33.3
M. A. or M.S. 40 6 33.3
Ph.D. or M.D. 25 5 20.0
Total 96 18 18.8
TABLE 9
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EDUCATIONAL BACKGROUND
OF EMERGING AAPA PROVIDERS BY DEGREE
Ph.D./M.D. M.A.
B
. A.
or Less Total
Korean 1 0 0 1
Cambodian 0 0 1 1
Laotian 0 0 1 1
Pilipino 2 3 3 8
Vietnamese 2 3 2 7
Total 5 6 7 18
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TABLE 10
POSITION TITLE OF
EMERGING AAPA PROVIDERS
Job Title Total Sample Emerging AAPA Group
N % N %
Administrator 11 11.5 2 18.2
Psychiatrist 6 6.2 2 33.3
Psychologist 7 7.3 1 14.2
Social Worker 16 16.7 4 25.0
Nurse 7 7.3 1 14.2
Mental Health
Worker 22 22.9 5 22.7
Counselor 9 9.3 2 22.2
Student 13 13.5 1 7.6
Pharmacist 3 3.1 0 0
Other 2 2.1 0 0
Total 96 100.0 18 18.8
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were under 35 and had less mental health employment exper-
ience than the Pilipino (the age and length of employment
will be discussed further in Hypothesis 4)
.
In addition to the marked between-group differences
that existed among the various emerging AAPA groups,
individuals within these groups could still further exhibit
very diverse within—ethnic-group differences as well. For
example, the two American-born Pilipinos appeared to be
different in language ability and had different career
pathways than the foreign-born Pilipinos. The Vietnamese
who received college educations in the U.S. also presented
many demographic differences in comparison with the
refugees who arrived after the end of the Vietnam War.
Therefore, interpretation of the needs of this emerging
AAPA population should take into consideration their
within-group differences.
Summary
The research findings appeared to indicate that while
there has been a sizable increase in the emerging AAPA
population in San Francisco, bilingual, bicultural mental
health manpower have not been developed to keep pace with
the population growth. Existing service staff, with the
majority of them being Chinese, might not be able to deal
adequately with the linguistically and culturally discrete
109
groups which comprise the Pilipino, Korean and Indochinese
refugees. Greater efforts are needed in recruiting and
training future mental health providers to serve this
underserved population. Furthermore, in view of the demo-
graphic differences within the emerging AAPA, different
strategies are needed to address the special needs of
each group.
Hypothesis 2
The specific language abilities of the bilingual AAPA
mental health providers are underutilized in communicating
with the clients they serve .
As indicated in Chapter 1, there are marked between-
group differences existing among the various AAPA groups
in their native dialects, immigration patterns, degree of
acculturation and so forth. Consequently, an identified
AAPA staff member in an agency might not have the necessary
linguistic and cultural background to serve the AAPA cli-
ents. The goal of this hypothesis is to find out the
specific language abilities of the AAPA providers and,
most importantly, the frequency of usage of their bilin-
gual abilities in communicating with the AAPA consumer
group
.
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Findings
(!) Number of bilingual providers
. When the respon-
dents were asked to indicate any specific language
abilities besides English that they have and to give
self-appraisal of their level of skill to use these
languages in community and counseling work, a surprisingly
large number of providers listed one or more languages.
With the exception of 8 individuals (3 Chinese, 4
Japanese, and 1 Pilipino)
,
all 88 providers indicated
certain degrees of bilingual abilities in AAPA languages.
This represented 56 Chinese (94.9%), 6 Japanese (40%),
"7 Pilipino (87.5%) and 100% of all other ethnic groups.
Specific among the Chinese group, many providers were
able to speak more than one language or dialect. For
example, many Chinese from Hong Kong were able to speak
Cantonese, Toisanese and Mandarin. Of the 7 Vietnamese,
5 were able to speak French as well as Vietnamese. As a
group, they provided a very unique bilingual resource for
the City of San Francisco.
(2) Assessment of language skills . One of the most
important factors in the assessment of the providers'
language skills lies not only in their speaking ability,
but in their ability to communicate effectively with
clients. If we assume that only the providers who rate
Ill
themselves as being very good or fluent are able to conduct
bilingual therapy with their clients, many Chinese and
Japanese personnel might not be qualified as "bilingual
staff" in the clinical sense. As illustrated in Table 11,
while a strikingly high number of providers (58) indicated
that they were able to speak Cantonese, only 34 providers
rated themselves in the "very good" or "fluent" categories.
Of the 10 individuals who listed some ability to speak
Japanese, only 3 were in these categories.
Furthermore, due to the very different dialects
spoken among various groups of Chinese, the bilingual staff
who were fluent in one Chinese dialect might not necessarily
be equipped to serve other Chinese whose dialects were
different. For example, the 20 providers who were very
good or fluent in Mandarin might not be able to serve the
Cantonese or Toisonese populations.
Another significant finding in this study was that
while the verbal skills of the sample population were very
high, the reading and writing abilities were surprisingly
low. For example, as shown on Table 11, 21 out of a total
of 58 individuals who speak Cantonese, only 28 reported to
be very good or excellent in their reading or writing
abilities. Twenty-one reported that they were only able
to read or write a little. Sixty percent of the Japanese
providers also have little knowledge of reading and writing
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abilities
. However, the difference between verbal and
writing/reading abilities is not evident in the emerging
population. With the exception of two American-born, all
rated themselves very high in both categories of being
bilingual and biliterate.
(3) Frequency of language utilization
. One of the
most striking findings in this study was the low frequency
of language utilization among the bilingual AAPA providers.
In order to assess the utilization rate of the bilingual
manpower, respondents were asked to indicate the percentage
of time their specific language abilities were used in
communicating with the clients they served. Table 12
revealed that a very high percentage (33.4%) of the bilin-
gual personnel used their language in less than 15% of
their clinical work. The majority of the bilingual pro-
viders (53.7%) used their language skill less than 40%.
Only 26.1% utilized their language skills highly (76-100%)
with their clients. The finding might reflect the large
number of providers who worked in the agencies with very
few AAPA clients.
The relationship between professional discipline and
language skill was also examined. The results, as shown in
Table 13, revealed that the more highly trained professional
groups have a lower frequency of language utilization. The
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TABLE 12
FREQUENCY OF ^LANGUAGE
USE WITH CLIENT
Percent of Time Used Frequency %
1 - 15% 23 33.4
16 - 40% 14 20.3
41 - 60% 12 17.4
61 - 75% 2 2.9
76 - 100% 18 26.1
*AAPA language
FREQUENCY
OF
*LANGUAGE
USE
WITH
CLIENT
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less trained community mental health workers had a higher
frequency rating. Of the 14 providers who used their
language 76-100%, 10 were community mental health and
other mental health workers.
Another interesting finding was the low utilization
rate among the psychiatric social workers. Even though
they were a highly bilingual group of professionals, the
opportunity for them to use their language skills were
relatively low. Six out of 15 social workers used their
language skills less than 15%. Such findings might reflect
the large number of social workers who worked in agency
settings with very few AAPA clients. Consequently, their
bilingual skills are not fully used. Another under-utilized
bilingual manpower group was the AAPA administrator. They
represented a highly bilingual group of professionals who
did not provide direct patient care.
In regard to the student population, the majority of
them did not speak or use their language skills. Only one
was a high utilizer (76-100%). This might reflect that
only two students were very bilingual and eight out of
thirteen students were placed in the agency settings with
limited opportunity to work with AAPA clients.
In an effort to determine whether providers with
direct care responsibility used their language skills more
117
frequently
,
special efforts were made to compare their util-
ization rate with other groups with different job functions.
As shown on Table 14, 35-37% of the direct care providers
used their language less than 15% and only 28.57% were high
users (76—100%)
. Fourteen of the 42 direct care providers
did not speak or use their language at all. Therefore, job
functions appeared to have little correlation with fre-
quency of language use with clients.
In summary, the research findings are in basic agree-
ment with our hypothesis regarding the under-utilization
of the language capabilities of bilingual providers. In
view of the large number of monolingual immigrant and
refugee population in San Francisco, the problems of mal-
distribution and under-utilization of bilingual manpower
seems evident.
Hypothesis 3
The majority of the AAPA psychiatrists and psycholo-
gists are employed part time in their primary work site and
most of their time is spent in non-direct client care
service. The majority of the social workers, psychiatric
nurses, and community mental health workers are employed
full time in the agency and most of their time is spent in
direct clinical service.
FREQUENCY
OF
^LANGUAGE
USE
WITH
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(1) Employment status
. As indicated earlier, the
psychiatrists and psychologists were small in number in
comparison with mental health providers in other discip-
lines or job positions. This section will examine the
employment status of this limited and highly professionally
trained group of providers. Of a total number of 13
psychiatrists and psychologists (psychiatric residents,
psychology interns, and administrators with psychology back-
ground were not included)
,
only 4 or 30 . 8% were regular
full time employees. As shown on Table 15, 7 or 53.8% of
this professional group were part time and 2 or 15.3% were
in temporary positions (employees who did not pass the
required Civil Service examination)
. While it was not
uncommon that psychiatrists were employed part time in many
community mental health settings, it was quite interesting
to find that all 4 psychiatrists employed in outpatient
clinics were part time and provided a total of only 69
clinic hours as a group. The only 2 full time psychiatrists
were employed in an inpatient psychiatric hospital. Of the
total of 7 psychologists, 2 or 28.6% were full time, 4 or
33.3% were part time, and 1 was on a temporary status.
In contrast, 46 or 85.2% of the 54 service providers
who were social workers, nurses, mental health workers and
120
TABLE 15
EMPLOYMENT STATUS BY
CURRENT POSITION TITLE
Full Part
Time Time Temporary Total
N % N % N % N %
Psychiatrist/
Psychologist 4 30.8 7 53.8 2 15.3 13 100
Social Worker,
R.N.
,
CMHW and
Counselor 46 85.2 8 14.8 4 7.4 54 100
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counselors worked full time
. Only 8 or 14.8% in these job
categories worked part time and 4 or 7.4% were in temporary
positions. Table 16 illustrates the employment status by
each position title.
Although it was beyond the scope of this study to
determine the reasons behind the disparity between the
highly trained AAPA professionals (psychologists and
psychiatrists) part time employment status, the findings
did substantiate the lack of availability and accessibility
of highly trained AAPA professionals in community mental
health settings. This finding might hold true also in
non-AAPA providers. However, two special problems exist
in the recruitment of AAPA psychiatrists and psychologists:
(1) very few of them are available for hiring. They might
have to be shared by different agencies; and (2) many AAPA
agencies, due to the limited funding, cannot afford to hire
them full time.
(2) Primary job functions . Another distinguishing
difference between the psychiatrists/psychologists group
and other mental health providers was the degree of direct
client contacts. As shown on Table 17, of the total 13
psychiatrists and psychologists, only 5 or 38.5% indicated
that their primary job function was to provide direct
client care. Lack of direct client contacts was more
122
TABLE 16
EMPLOYMENT STATUS
BY CURRENT POSITION TITLE
Regular
Part Time
Regular
Full Time Temporary Total
Administrator 11 0 0 11
Psychiatrist 2 3 1 6
Psychologist 2 4 1 7
Social Worker 13 1 2 16
Nurse 6 1 0 7
Mental Health
Worker 20 1 1 22
Counselor 7 1 1 9
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TABLE 17
PERCENT OF DIRECT CLIENT CARE
BY DISCIPLINE
Direct
Care
Client
Only All Others Total
N % N %
Psychiatrist/
Psychologist 5 13.1 8 29.6 13
Social Worker,
R.N., Community
Mental Health
Worker, Counselor 38 88.4 19 70.4 57
Total 43 27 70
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apparent among the psychiatrists since only one psychiatrist
reported this function. The remaining 5 psychiatrists
considered supervision and consultation as their primary
job functions. Of the 7 staff psychologists (3 full time
administrators with psychology backgrounds were not included)
4 provided direct client care and 1 provided only super-
vision and consultation. The other 2 provided supervision,
consultation and some direct contacts with clients.
As shown in Table 17, of the total 43 direct care pro-
viders, 38 or 88.4% were social workers, nurses, and other
mental health workers. They represented the core group of
providers with direct contacts with clients. With the
exception of a high number of social workers with both
supervisory and clinical responsibilities, the majority of
the nurses and mental health workers were direct service
providers. The findings also revealed very low activities
conducted by this sample group in the areas of community
involvement and research. Only 3 providers reported some
degree of involvement in community consultation or educa-
tion. No single provider described research as the primary
function in this study.
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Hypothesis 4
The majority of the AAPA mental health providers are
younger than age 35 and have less than ten years of mental
health employed experience
.
Hypothesis 4 was posed on the premise that most AAPA
manpower was developed after 1972, the formative years of
the AAPA community mental health movement (Sue and
Marishima, 1982; Wong, 1981)
. Most practitioners who
received their post-baccalaureate training in mental health
would have to be 35 or under and would have to have had
less than ten years of employed experience.
Findings
(1) Age distribution
. Of a total study sample of
96, 53 or 55.2% were younger than 35 years of age (Table
18). In addition, this represents a total of 29 or 64.4%
female and 24 or 47.1% male providers (Table 19) . As
reported in Table 20, the younger groups as defined by
their position title were the counselors, the students, the
pharmacists, the psychologists and the nurses. Over 50%
of each of these groups were under 35 years of age. The
older groups were the highly educated psychiatrists and
the less educated health and mental health workers. Half
of the social workers were 34 and under, and the other half
TABLE 18
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AGE OF RESPONDENTS BY JOB TITLE
34 or
N
Under
T
35 or
N
Older
%
Total
Administrator 4 36.36 7 63.64 11
Psychiatrist 1 20.00 5 83.00 6
Psychologist 4 57.14 3 42.86 7
Social Worker 8 50.00 8 50.00 16
Nurse 4 57.14 3 42.86 7
Mental Health
Worker 10 45.45 12 54.55 22
Counselor 8 88.89 1 11.11 9
Student 11 84.62 2 15.38 13
Pharmacist 2 66.67 1 33.33 3
Other 1 50.00 1 50.00 2
Total 53 43 96
TABLE 19
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AGE OF RESPONDENTS BY SEX
Age
N
Male
%
Female
N %
Total
20 to 24 2 3.92 2 4.44 4
25 to 29 9 17.65 9 20.00 18
30 to 34 13 25.49 18 40.00 31
35 to 39 11 21.57 8 17.78 19
4 0 to 49 11 21.57 4 8.89 15
50 to 59 4 7.84 4 8.89 8
Missing 1 1.96 0 0.00 1
Total 51 45 96
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TABLE 20
AGE OF RESPONDENTS BY ETHNIC BACKGROUND
34
N
or Under
%
35 or
N
Older
%
Total
Chinese 34 57.63 25 42.37 59
Japanese 7 70.00 3 30.00 10
Pilipino 2 28.57 5 71.43 7
Korean 2 100.00 0 0.00 2
Vietnamese 1 14.30 6 85.00 7
Cambodian/
Laotian 2 100.00 0 0.00 2
Mixed 2 50.00 2 50.00 4
Others 2 66.70 1 33.33 3
Missing 1 100.0 0 0.00 1
Total 53 42 96
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were 35 or older. As predicted, the administrator group
was relatively older.
One interesting finding is the age distribution of
the different emerging AAPA ethnic groups. As illustrated
in Table 21, all of the Korean, Laotian and Cambodian
providers were under 34. Surprisingly, 6 or 85.7% of the
Vietnamese providers were over 35. A few were over 50
with well established careers before they migrated to the
U.S. The Pilipino sample in this study also reflected their
unique immigration pattern. The two American-born Pilipino
were younger than the foreign-born providers who received
their professional training in medicine, nursing and social
work in the Philippines. In regard to the "well established"
AAPA groups, the findings revealed a relatively young
Chinese and Japanese population. Seventy percent of the
Japanese and 57.6% of the Chinese were under 34. Since the
majority of the students are Chinese and Japanese, these
data might not reflect the actual age distribution of the
employed population.
(2) Mental health employment experience . Generally,
the findings of this study supported the notion that AAPA
mental health providers were newcomers in the field of
mental health. Unlike many well established professions
such as engineering or accounting, the career choice of
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being mental health providers was relatively new to many
AAPA workers. In examining the career pathways of the
respondents, many changed to mental health professions
after being established in other fields. This was
particularly evident among the foreign-born providers.
The majority of them came from countries where mental
health was not a well established profession. Due to
language barriers, licensing requirements, job availabil-
ity
,
and other factors
,
many new immigrants and refugees
were underemployed. They represented a large number of
the health and mental health workers in this sample.
Table 21 lists the results of findings as related to
years of employment in mental health by current position
title. As predicted, the research sample showed only
37.5% of the providers were employed in the field of
mental health over ten years. A surprisingly high percen-
tage of providers worked in the field under one year.
They represented 18.75% of the total sample or 15.6%
excluding the student population. Again, the most exper-
ienced group was the administrators with 72.7% having over
ten years of experience. The less experienced groups were
the counselors (33.3%) and mental health workers (40.9%).
In terms of the ethnic background of the providers,
years of employment in mental health appeared to reflect
the different immigration patterns of this very diverse
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AAPA population. As shown in Table 21, 49.1% of the
Chinese reported having more than ten years of experience.
They represented the most experienced ethnic group of
this sample. All the mental health workers from the
refugee groups have been in the field less than five years.
In summary, the results support the hypothesis
regarding the youthfulness of the AAPA provider group.
This finding (55.2% of the total sample under 34) is con-
sistent with a recent research study on mental health
practitioners with 51.7% of the providers being younger
than the age of 35 (Blum & Redlick, 1980).
Hypothesis 5
The majority of the providers received their highest
degree training in California. Very few training institu-
tions include AAPA content as part of the curriculum.
Hypothesis 5 is posed on the premise that California
with its multiple clinical training programs, resources,
and academic institutions and with its large AAPA popula-
tion, would be in a position to develop a large proportion
of all AAPA mental health providers.
Findings
(1) Training background of AAPA providers . The
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research sample reflects a highly educated group of pro-
fessionals. As shown on Table 23, 89.5% of the total
sample had Bachelors or more advanced degrees (2.18%
Bachelors; 41.7% MA or MS; 26.4% Ph.D. or M.D.). As pre-
dicted, the highly educated groups were the administrators,
psychologists, psychiatrists and social workers. This
might reflect the very strict Civil Service degree require-
ment in San Francisco. For example, as illustrated in
Table 24, all the psychiatric social workers had Masters
Degrees in Social Work. Among the staff psychologists, 4
had doctoral degrees and 3 had an MA or MS (3 more psychol-
ogists with doctoral degrees worked as administrators and
were not included)
. With the exception of one provider
with a doctoral degree in Nursing and one with an MS, all
nursing staff had Bachelors degrees.
Table 23 illustrates the educational background of
the different AAPA groups. All the Japanese, Pilipino
and persons from mixed marriages received Bachelors or
higher degrees of training. Among the Indochinese refugee
groups, the Vietnamese providers had more professionals
(one Ph.D. psychologist, 1 M.D. and 3 M.S.W.). In fact,
the Laotian and Cambodian groups had less professionals
than other AAPA groups. Due to the large number of
Chinese psychiatric social workers, psychiatrists and
ETHNIC
BACKGROUND
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psychologists with graduate training, they also represented
a highly educated group. However, the majority of the less
educated mental health workers were also Chinese.
(2) Training location
. From our data analysis, it
was determined that the majority of the AAPA providers in
the research sample received their highest degree training
in California. As shown on Table 24, 53.3% of the indiv-
iduals who received post-graduate training attended schools
in California and a very high percentage of 66.7% reported
that they completed their graduate schools in the States.
Table 25 provided a detailed breakdown of specific loca-
tions of their graduate and undergraduate studies.
Interestingly, many of the providers attended school in
San Francisco (33.3% of graduate studies and 16.5% under-
graduate), and Berkeley (18.1% of graduate studies and
16.5% undergraduate). Many of the providers were the
graduates or students of the University of California and
San Francisco State University.
With a large number of foreign-born providers, one
would expect a large number of providers to have received
their undergraduate or graduate training in their home
countries. However, the data suggested that with the
exception of 3 graduates from the Philippines and 1 from
Vietnam, all received their graduate training in the U.S.
139
TABLE 24
LOCATION OF TRAINING INSTITUTIONS
BY DEGREE
California Others Total
N % N % N %
Post-Graduate 15 53.3 8 34.7 23 100
Graduate Studies 48 66.7 24 33.3 72 100
Undergraduate
Studies 43 50.6 42 49.4 85 100
A. A. Degree 18 66.7 6 33.4 18 100
High School 29 36 .
2
51 63.8 80 100
TABLE 25
LOCATION OF GRADUATE
AND UNDERGRADUATE STUDIES
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Location
Graduate Undergraduate
Studies Studies
N % N %
San Francisco 24 23.3 14 16.5
Berkeley
Northern California
13 18.1 15 17.6
(except SF & Berkeley) 7 9.7 8 4.4
Southern California 4 5.6 6 7.1
Hawaii 2 2.8 1 1.2
Northwest States 3 4.2 6 7.1
New England States 4 5.6 3 3.5
New York City/New York 1 1.3 5 5.9
Other Eastern States 1 1.3 0
Mid-West States 7 9.7 2 2.3
Southern States 2 2.8 2 2.3
Canada 0 0.0 2 2.3
Philippines 3 4.2 6 7.1
Vietnam 1 1.4 4 4.7
Hong Kong 0 0.0 4 4.7
Taiwan 0 0.0 5 5.9
Japan 0 0.0 1 1.2
Others 0 0.0 1 1.2
Total 72 100.0 85 100.0
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The percentage was higher for undergraduate studies. A
total of 20 individuals received their BA in their home
countries. Again, the number of non-USA degrees was higher
among the Pilipino and Vietnamese.
Efforts were made to find out the location of
training for different professional disciplines and the
results were presented in Tables 26, 27, 28 and 29. The
most significant findings were that 87.5% of the social
workers received their graduate training in California.
Of the psychologists group, 57.1% received post-graduate
studies and 42.9% received graduate studies in California.
Half of the psychiatrists received their training in
California.
(3 ) AAPA content offered by training institutions
.
In the questionnaire, respondents were asked to indicate
whether the training program they attended included Asian
and Pacific American content. In regard to their highest
degree program, only 2 individuals indicated that their
highest degree training programs included AAPA content and
29 reported that their field work, internship or residency
programs offered AAPA content training. The majority of
the respondents in these categories received their training
in California.
In summary, the research findings support the
TABLE 26
LOCATION OF POST GRAD STUDIES
BY CURRENT POSITION TITLE
California
Other
Places Total
Administrator 0 1 1
Psychiatrist 3 3 6
Psychologist 4 1 5
Social Worker 0 0 0
Nurse 0 0 0
Mental Health
Worker 0 2 2
Counselor 1 0 1
Student 6 0 6
Pharmacist 0 0 0
Other 1 1 2
Total 15 8 23
(53.3%) (34.7%) (100%)
CURRENT
POSITION
TITLE
143
(6
.
2
%)
(3
.
12
%)
(21
.
8
%)
(41
.
7
%)
(26
.
04
%)
(
100
%)
TABLE 2 8
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LOCATION OF GRADUATE STUDIES
BY CURRENT POSITION TITLE
California
Other
Places Total
Administrator 5 6 11
Psychiatrist 3 3 6
Psychologist 3 4 7
Social Worker 14 2 16
Nurse 1 1 2
Mental Health
Worker 6 2 8
Counselor 5 1 6
Student 8 4 12
Pharmacist 2 0 2
Other 1 1 2
Total 48 24 72
(66.7%) (33.3%) (100%)
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TABLE 29
LOCATION OF UNDERGRADUATE STUDIES
BY CURRENT POSITION TITLE
California
Other
Places Total
Administrator 5 6 11
Psychiatrist 3 3 6
Psychologist 4 2 6
Social Worker 9 6 15
Nurse 5 2 7
Mental Health
Worker 5 9 14
Counselor 5 4 9
Student 6 7 13
Pharmacist 1 1 2
Other 0 2 2
Total 43 42 85
(50.6%) (49.4%) (100%)
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hypothesis regarding the providers' training location and
the lack of AAPA focused curriculum in their training
content
.
Hypothesis 6
The majority of the AAPA mental health providers are
satisfied with their work. Opportunity to work and learn
about AAPA clients is an important factor in job satisfac-
tion
.
Findings
(1) Overall satisfaction rate . A total of 69
respondents responded to the assessment of their work
satisfaction in this study (it should be noted that it was
an optional item in the questionnaire due to the sensitiv-
ity of the issue). Interestingly, 44 or 64% of the pro-
viders were very satisfied with their current positions
and another 21 or 30% were somewhat satisfied. In the
two other extremes, only 1 reported to be completely
satisfied and 3 claimed that they were not at all satis-
fied. Due to the self-reporting nature of this question
and the Asian characteristics of not "expressing your
negative feelings," the high satisfaction rating results
in this study should be considered with caution.
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(2) Satisfaction factors. As shown on Table 30, one
significant satisfaction factor endorsed by 38 respondents
was the opportunity to work and learn about AAPA clients.
The other factors frequently mentioned were the opportunity
for self and professional growth (27.1%), support from
agency and staff (13.5%), opportunities to use languages
(7.3%), enhancement of AAPA identity (6.3%), opportunities
to work with AAPA community (4.2%). One (1) mentioned that
career advancement was an important factor. Overall, the
factors endorsed most by the respondents were strongly
related to their work with the AAPA clients, agencies, and
community. These findings are in basic agreement with our
hypothesis
.
(3) Dissatisfaction factors
. Interestingly, in
spite of 64 or 9.4% of the respondents reporting to be
very satisfied or somewhat satisfied at their principal
work site, many of the "satisfied providers" also listed
dissatisfaction factors. As shown on Table 31, 18 or 24%
of the providers were dissatisfied with the mental health
service system. Insufficient or uncertain funding support
and overly bureaucratic requirements were specifically
mentioned. Another factor was related to the lack of AAPA
support (22.7%). As indicated in Chapter 1, a total of
22 providers were employed as the only AAPA staff in their
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agencies. The sense of isolation and the frustration of
being the only "Asian expert" was quite evident. Low
salary was another dissatisfaction factor (12%). Since
many respondents did not identify the names of their
agencies
,
it was not possible to make a correlation of
this factor with the particular type of agency settings.
Presumably, respondents who were the employees of "con-
tract" agencies might tend to have been less satisfied
with their salary as they receive a much lower salary in
comparison with Civil Service employees. Other dissatis-
faction factors identified by providers were no opportunity
for career development (10.7%), difficult clients (9.3%),
too many meetings (8%)
,
no follow-up facilities available
for clients (5.3%), no opportunity to work with AAPA
clients (4%)
,
inability to utilize their own language skills
background (1.3%), and undesirable workload (2.7%).
(4) Other findings . Reported satisfaction appeared
relatively independent, when comparing job satisfaction
with factors such as sex (Table 32)
,
employment status
(Table 33), current position title (Table 34), ethnicity
(Table 35)
.
However, satisfaction was related to one
particular primary function with those involved in direct
care being the only group to mention being dissatisfied
(Table 36). Interestingly, as shown on Table 37,
table 30
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SATISFACTION FACTORS
IDENTIFIED BY PROVIDERS
Rank Factors
No
. of
Providers %
Endorsed Endorsed
1 Opportunity to work and
learn about AAPA clients 38 40.0
2 Clinical skill in improve-
ment/self and professional
growth 26 27.1
3 Support from agency and
staff 13 13.5
4 Opportunity to use
language 7 7.3
5 Enhancement of AAPA
identity 6 6.3
6 Opportunity to work with
AAPA community 4 4.2
7 Career advancement 1 1.0
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TABLE 31
DISSATISFACTION FACTORS
IDENTIFIED BY PROVIDERS
Rank Factors
No. of
Providers
Endorsed
%
Endorsed
1 Problematic mental health
system 18 24.0
2 No AAPA support 17 22.7
3 Low salary 9 12.0
4 No opportunity for
career development 8 10.7
5 Difficult clients 7 9.3
6 Too many meetings 6 8.0
7 No follow-up facilities
available for clients 4 5.3
8 No opportunity for
AAPA work 3 4.0
9 Undesirable work load 2 2.1
10 Not able to utilize
own language skills
and cultural background 1 1.3
150
agencies. The sense of isolation and the frustration of
being the only "Asian expert" were quite evident. Low
salary was another dissatisfaction factor (12%) . Since
many respondents did not identify the names of their
agencies, it was not possible to make a correlation of
this factor with the particular type of agency settings.
Presumably, respondents who were the employees of "con-
tract" agencies might tend to have been less satisfied
with their salary as they receive a much lower salary in
comparison with Civil Service employees. Other dissatis-
faction factors identified by providers were no opportunity
for career development (10.7%), difficult clients (9.3%),
too many meetings (8%)
,
no follow-up facilities available
for clients (5.3%), no opportunity to work with AAPA
clients (4%), and not able to utilize their own language
skills background (1.3%), and undesirable workload (2.7%).
(4) Other findings . When comparing job satisfac-
tion with factors such as sex (Table 32)
,
employment
status (Table 33)
,
current position title (Table 34)
,
ethnicity (Table 35)
,
reported satisfaction appeared
relatively independent. However, satisfaction was related
to one particular primary function with those involved in
direct care being the only group to mention being dis-
satisfied (Table 36). Interestingly, as shown on Table 37,
TABLE 32
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SEX BY JOB SATISFACTION
N
Male
%
Female
N %
Total
Not at All 1 33.33 2 66.67 3
Somewhat 10 47.62 11 52.38 21
Very 26 59.09 18 40.91 44
Completely 1 100.00 0 0.00 1
Total 38 31 69
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relatively high percentages of providers who were employed
in mental health more than ten years were quite satisfied
with their jobs.
Summary
This chapter provided findings based on the six
hypotheses. Discussion and implications of these findings
will be presented in Chapter VI.
CHAPTER V
RESULTS: CASE STUDY FINDINGS
Introduction
The questionnaire study provides the information on
the job characteristics, pathways, training programs, and
other variables related to the AAPA mental health pro-
viders. Such information is critical toward our under-
standing of the individuals who are current providers.
However, such information in and of itself is insufficient
to explain and to document why some providers are working
in AAPA communities (and some are not)
. To a great extent,
our best hypothesis about some of the key ingredients of
providers working in AAPA communities has to do with the
fit °f the skills and motivations of the providers with
the demands and needs of the agency. We will now present
a case study for the purpose of illustrating how in one
agency, the fit of provider skills to agency needs has been
maximized toward the implementation of a program of mental
health services for AAPA populations.
We have specifically selected a case study of an
agency to illustrate the importance of manpower training,
functioning and retention issues as not occurring in
isolation, but in the context of a work environment. That
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IS, our understanding as to why certain providers are
serving AAPA clients and others are not is not merely to
understand the motivation and skills of individual pro-
viders. Wong (1982) has noted the importance of larger
systemic type variables that impact upon and influence
both clients and providers in their participation in AAPA
mental health services. Our case study was chosen to
illustrate some of these large systemic issues and factor
that affect the AAPA providers in their service to their
AAPA communities.
Findings
The material resulting from this case study will be
presented in the following categories
:
1. Agency Background and Description
2. Program Structure
3. Program Goals and Objectives
4. Agency Resources
5 . Community Board Structure and Representation
6. Staffing and Personnel Configuration
7. Training and Staff Development Program
8. Need Assessment
9. Data Collection
10.
Measurement Indications and Program Evaluation
11. Others
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Agency Background and Description
The Richmond Areas Multi-Services, Inc. (RAMS) was
incorporated as a private, community-based, non-profit
corporation in the State of California on August 28, 1974.
It is one of three multi-ethnic, multi-cultural compre-
hensive outpatient mental health units in District V (one
of the five mental health districts in the City and County
of San Francisco) which provided services to the 60,000
residents of the Richmond area of the District V catchment
area (see Figure A, map), within the catchment area
served by the Maxi-Center is a population rich in cultural
and ethnic diversity. Approximately 40% of the population
is Asian and Pacific American (primarily Chinese, Japanese,
Korean, Pilipino and Vietnamese)
. The remaining population
is Hispanic, Black and Caucasian, with a distinct, notable
Russian, French, and Greek population.
In the mid-60
' s , the population of the Richmond dis-
changed (see Figure B) . Due to the new immigration
laws, many Asians entered the United States in much greater
numbers. Many immigrants from Chinatown and Westside
started to move into the Richmond District. The 1970
Census revealed approximately 25% of the population to be
Asian. In 1977, estimates of the Asian population
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increased to around 40%. a survey reported by East/West
on March 27
,
1974 indicated that the percentage of Chinese
ownership increased 16.1% in 1968 to 27.7% in 1973. The
percentage is expected to be much higher in 1983, with the
sudden increase of many emerging Asian populations such as
Korean, Vietnamese and immigrants from Hong Kong, Mainland
China and Taiwan, etc.
Prior to 1974
,
there existed no mental health services
m the Richmond area. The Department of Psychiatry at the
U.S. Public Health Service Hospital located outside the
^ catchment area boundary served a very limited
number of Richmond residents. The impact of the sudden
shift in the population created demands for changes in the
way mental health and social services were being delivered
to the established residents and the recently arrived
immigrants. In response to the un-met community needs,
the Richmond —Asian Caucus was formed in 1974 to serve as
an advocacy group. The Caucus further enlarged its
community base by adding other social and human service
agencies and established a new coalition. The coalition
then became the strong force to push for the development of
the mental health services for all the residents of the
Richmond area. A Community Board was formed with the
stipulation that eight of the fifteen members be Asian
162
members. A decision was made to take responsibility to
plan, create, and implement the necessary program to meet
the mental health needs of the emerging Asian population
and other residents. The Caucus later changed its name
to Richmond
-Area Multi-Services, Inc. (RAMS) and submitted
a proposal to the City and County of San Francisco to
obtain grant money to be one of the three "Maxi-Centers"
in the District V catchment area. In 1975, RAMS was
awarded a contract to open and operate an outpatient commun-
ity mental health center. Later, RAMS was able to obtain
sources of funding and expand its services. In 1979, the
Bay Area Indochinese Mental Health project and the
National Asian American Psychology Training Center were
also established as part of RAMS . In 1980, Richmond Maxi-
Center Adult Day Treatment Services started its operation
with a special focus on the Asian Pacific American patients.
Within seven years, RAMS has grown from a community citizen
group into a nationally known service, research, and
training center. Two essential qualities have highlighted
the work of RAMS: (1) a commitment to actively working
with Asian populations; and (2) an excellent working
relationship with most of the major Asian mental health
and human service agencies within the local, statewide,
and national arenas. The history of RAMS is one of dynamic
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creation and change brought about by many factors inclu-
ding changing population, changing community needs, funding
availability and most important of all, the determination
of a group of community residents who fought very hard to
bring a dream into reality.
Program Structure (Figure C )
At the present time, RAMS has four major programs:
(D Richmond Maxi
-Center (RM-C) : In 1975, RAMS was
awarded a contract by the City and County of San Francisco
to open and operate a community mental health center. This
the first RAMS program, and until 1978, the only pro-
gram. Services to be provided included: outpatient
services, outreach services, consultation, education,
information and community organization.
(2) Richmond Maxi-Center Adult Day Treatment
Services (RM-CADTS) : This proposal was funded in 1980
through the Maxi-Center to provide partial day treatment
services which were not previously available in the
Richmond District. The program particularly focuses on the
need for bilingual and bicultural services for Asian and
Pacific Americans. Funding for this program is provided
by the State of California, Bates II.
( 3 ) Bay Area Indochinese Mental Health Project
(BAIMHP )
:
This program was started in February, 1979,
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funded by DREW, Social Security Administration. The pro-
gram now consists of two community mental health workers
and a social worker (Program Director) who work with the
refugee community and the existing mental health service
systems in the Bay Area.
^ ^ T^e National Asian American Psychology Training
—ter (NAAPTC) : This project focuses on training students
at the predoctoral level for work with Asian and Pacific
American populations. Interns from this program are
provided with the opportunity to train at the Maxi-Center
as well as at other sites in the Bay Area. This program
began in September, 1979, and was originally funded by
DHEW, NIMH. Figure D, the Richmond Maxi- Center District
V Community Mental Health Center Table of Organization,
illustrates the relationship of the RM-C to RAMS and
District V. It also shows the various components of RM-C,
including the Day Treatment Services and staff allocations.
Program Goals and Objectives
(1) The Richmond Maxi-Center (RM-C) . As stated in
the agency booklet, the goal of the Richmond Maxi-Center is
to provide mental health services to the Richmond District
community which are appropriate for the multi-ethnic,
multi-cultural, and varied population of the community in
order to
:
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A. Reduce and minimize the impact and dis-
ruption in the lives and functioning of
individuals with emotional illness and
problems
.
B. Prevent chronicity.
C. Facilitate an early return to satisfying
individual
, familial, and social functioning
within the individual's community.
D. With outreach and with educational and
informational services, meet the needs of
children and adults who currently had or
have had acute and serious emotional problems
but have not previously utilized existing
services; in particular, the ethnic popula-
tion of the district.
The objectives of RM—C, as established by the program,
are
:
A. To reduce the severity and incidence of
mental problems and life crises.
B. To increase the range of services to meet
various mental health needs of the community.
C. To use professionally trained staff to
reflect different segments of the community.
D. To collaborate with other human service
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agencies
.
E. To use outreach services to reach unserved
and underserved targeted clients.
F. To improve community attitudes toward mental
health.
G. To disseminate information in various
languages
.
H. To develop and train professional staff in a
multi-ethnic, multi-disciplinary system
treatment approach.
I. To determine the effectiveness of different
kinds of therapy and other services.
J. To plan and develop an ongoing monitoring
of RM-C.
K. To establish efficient and effective cost
control measures.
Six program components have been established by RM-C
to achieve these objectives:
A. Outpatient services.
B. Outreach services.
C. Consultation, education, information and
community services (CEIC)
.
D. Need assessment, research and service
evaluation.
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E. Staff and student training and supervision.
F. Program administration, control, and develop-
ment.
(2) Richmond Maxi-Center Adult Day Treatment Services
—RMCADTS ) . The Adult Day Treatment Service is the newest
component of the RM-C. The purpose is to develop and
implement a program as an alternative to long term hospital-
ization which can serve the multi-cultural and multi-lingual
needs of the residents of the district. It is intended that
this program will:
A. Reduce and minimize the impact and disruption
in the lives and functioning of individuals
with emotional illness.
B. Prevent chronicity and improve the individ-
ual's current functioning.
C. Facilitate an early return to satisfying
individual, family, and social functioning
within the person's community.
D. Provide follow-up for clients from the day
treatment program into more independent
living.
Services provided include: individual and group
therapy, medication evaluation and monitoring, vocational
counseling, art therapy, recreation therapy, groups in
community living skills, sports, cooking, arts and crafts.
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English improvement, and weekly field trips/outings.
Patients must be between 18 and 65 years old and residents
of the Richmond District, have diagnosis of psychotic
disorder not currently in an acute psychiatric crisis, and able
to benefit from a structured day activity program.
( 3 ) Bay Area Indochinese Mental Health Project
(BAIMHP ) . The Bay Area Indochinese Mental Health Project
°ffers supportive counseling and other mental health
services to the Cambodian, Laotian, and Vietnamese communi-
ties in San Francisco.
The goal of the project is to bridge the gap between
the existing mental health service delivery systems in the
City and County of San Francisco and the mental health
needs of the Southeast Asian refugee communities.
In 1978, the Richmond Area Multi-Services, Inc. (RAMS)
was asked by the Southeast Asian community to submit a
proposal for a paraprofessional mental health training
project. Since February, 1979, the Bay Area Indochinese
Mental Health Project has been in operation. As of
November, 1980, the focus of the project shifted from
training to mental health service delivery. The project
is centrally administered by RAMS in collaboration with
the San Francisco Community Mental Health Services. The
project provides services to Southeast Asians of all ages
169
(children and adults) in family counseling, group counsel-
ing, individual counseling, and couple counseling. Services
also include medication visits, home visits, psychological
evaluation, consultation, education and information.
To ensure input into the project from the community,
there is a Community Advisory Board (CAB)
. The CAB con-
sists of representatives from mental health agencies,
social service agencies, and from the various Indochinese
communities
.
( ^ ) National Asian American Psychology Training
Center (NAAPTC)
. The goal of this training program is to
bridge the gap between existing mental health service
delivery systems and the mental health needs of the Asian
and Pacific American communities by the training of
psychologists for mental health services in Asian and
Pacific communities and through collaborative planning
and interchange among and with the mental health, social
service, educational and community agencies and groups.
As stated in the proposal to NIMH, the program objectives
are
:
A. To increase mental health services resources
for Asian and Pacific American communities,
with special focus on underserved and
unserved groups such as children, the aged,
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and emerging groups.
B. To increase the relevance and utility of
psychological theories and research to
Asian and Pacific American communities.
C. To increase the awareness on the part of
the institutions of higher learning,
professional training centers, service
delivery systems, professional psychologists,
.
and mental health service providers about
the issues and needs of Asian and Pacific
American communities, groups and individuals.
D. To promote support and interchange among
Asian and Pacific American psychologists,
as well as other professionals.
This program is the first psychology training program
in the history of psychology in the United States to be
targeted toward the production and development of mental
health professionals for services to and with expertise in
Asian and Pacific American populations. It is an outgrowth
both of the 1976 National Asian American Psychology
Training Conference, and of the experiences of the commun-
ity-based mental health organizations in the San Francisco
area. The program is innovative not only in the scope and
substance of the training provided, but also in the
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structural arrangements for training, since the program
involved the participation of three distinct facilities in
the San Francisco Bay Area as a consortium.
The training program involves the following: (1) orien
tation seminars; (2) mental health service seminars;
(3) problem solving and case seminars; and (4) seminars in
the roles of psychologists in mental health services for
Asian and Pacific Americans. Training includes exposure
to and some experience with the full range of (1) direct
community mental health services (24-hour care, partial
day care, and all modes of outpatient care); (2) indirect
community services (mental health consultations, mental
health information and education, community organization
and community client care); and (3) the associated func-
tions and activities important to a professional working
in a mental health service delivery system (administration,
training programs and program evaluation) . The training
program involves both didactic as well as supervised field
experiences, rotated among several sites to provide a
variety of training experiences in various mental health
care systems and agencies.
Agency Resources
Resources making it possible for RAMS to function as
a mental health service provider in the community are the
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^^-^cal resour ces and ths non~fiscal resources.
(D Fiscal resources
. The Richmond Maxi-Center is
funded by the City and County of San Francisco on a con-
tract basis through the District V Community Mental
Health Center; 78.4% of the budget comes from the State
of California through the 1968 Short-Doyle legislated
mental health money. This funding totals about $400,000
on a reimbursable basis. About 8.82% of the RM-C operating
budget is derived from Medi-Cal payments (Totaling $45,000).
Third party reimbursement accounts for about 12.8% ($65,000)
in revenue for the RM-C. Approximately 10% of the Richmond
District residents are at or below poverty level. The
poverty-level client population at RM-C is only slightly
higher than this District-wide figure.
Funds directly from the National Institutes of Mental
Health represent a very small percentage of the budget.
Before California's Proposition 13 passed into law, cities/
counties were required to match 10% of state funding.
Presently, San Francisco voluntarily provides about a 7%
match, but there is no longer any legal stipulation
requiring a match.
For RM-C, the principle governing the allocation of
resources is that resources are used in proportion to the
services for which they are designated. For instance, if
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direct outpatient services are slated by contractual agree-
ment to receive 40% of the budget and staff time, careful
monitoring is conducted to assure that this is followed.
If operationally this is not happening, revisions are made
until the prescribed amount of resources are channeled to
the correct activity.
The Adult Day Treatment Services are funded by monies
allocated by the State of California to the Department of
Mental Health for the development of community programs as
alternative to state hospitalization. Legislation which
allocated this funding is AB 3052 (Bates)
. The total
amount for FY 82-83 is $110,000.
The Bay Area Indochinese Mental Health Project was
funded by the federal government. (Social Security Admin-
istration in 1979 and through the state in 1980) . Pre-
sently, San Francisco Foundation provides funding for two-
and-a-hal f staff positions and another half staff position
is supported by the state (Special Need Priority Funding)
and is matched by the City and County of San Francisco.
The total amount for FY 82-83 is $75,000.
The National Asian American Psychology Training Center
was funded by the United States Department of Health,
Education and Welfare, National Institutes of Mental Health,
Psychology Education Branch from 1979 to 1982. This
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Trinity Grant ended on June 30, 1982. The total amount of
the award is $90,000. RAMS continues the Training Center
with donations. A proposal has been written to request
future funding from NIMH.
Besides the National Asian American Psychology
Center
,
which was directly funded by the federal
government, all the other programs are part of the State
of California Mental Health System. Therefore, the RM-C
contract has to be approved by the District V Citizens
Advisory Board and Administrative Staff, and then by the
Health and Environment Committee of the Board of Super-
visors of the City of San Francisco as well as the full
Board of Supervisors. Contract is negotiated on a yearly
basis
.
(2) Non-fiscal resources . Included in non-fiscal
resources are student interns, volunteer professors, other
volunteer professionals, donations in the form of center
construction costs, free computer time, minimal medication
costs at a local pharmacy. All of these make a signifi-
cant contribution toward the operation of RM-C, and
represent "good -will" within the community, something which
cannot be measured but is extremely important.
RM-C currently has agreements with the University of
California, San Francisco State University, University of
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California at Berkeley, Langley-Porter Institute, and
various consultants in the area who provide training and
other services free of charge to RM-C. The services
themselves are worth a great deal, as are the importance
of the liaison, the availability of the services of these
institutions, and the credibility of the RM-C within the
system as being a serious service provider and researcher
within the community.
The national Asian American Psychology Training Center
makes significant linkage with outside agencies and univer-
sities to provide learning experience for the interns.
Agencies such as the Chinatown Child Development Center,
the Asian Unit in the San Francisco General Hospital of
the University of California, San Francisco are used as
field replacement sites with supervision and consultation
provided by the field work site staff. Joint seminars are
organized with the site agencies to provide a variety of
training experiences in various mental health systems.
The Bay Area Indochinese Mental Health Project util-
izes the very limited pool of Indochinese mental health
professionals to serve as consultants or board members.
Volunteers who are interested in working with Indochinese
populations are also used in the project to provide many
supportive services to the patients.
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Community Board Structure and Representation
RAMS is governed by a Board of Directors who repre-
sent the Richmond District community. All but one of the
fifteen Board of Directors of RAMS resides or works in the
Richmond District. They reflect a cross-section of
experiences, especially in the social services, profes-
sions, and consumers of mental health services. Many have
knowledge of the mental health field, especially as it
relates to the unique problems of the various ethnic
communities and are outstanding leaders in their respective
ethnic communities. Many are from disciplines outside of
the social services, and they bring with them their exper-
tise and concerns in accounting, education, law, and so
forth. All share the concern with meeting the needs of the
entire Richmond District. Board members are Asians. The
officers of the Board, the president, vice president,
treasurer and secretary compose the Executive Committee.
There are five standing committees — Personnel, Finance,
Nominations, Fund Raising, and Programs. The Board has
continued to be very active in articulating and implementing
programs that meet the needs of the Richmond District of
San Francisco. The Board of Directors meets monthly on
every third Wednesday of the month at RAMS and meetings
are open to all staff and interns as well as the public.
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Besides RAMS Board of Directors, there are two other
boards at RAMS:
^ ^ Advisory Board of the Psychology Training
Center. The Board consists of 10-20 individuals providing
a balanced number of representatives from among the Asian
and Pacific American communities, mental health training
agencies, educational institutions, students and interns,
and other social service mental health and human service
delivery systems. The Board reviews, comments on, and
makes recommendations with respect to the training,
services and overall functioning of the center. Members
are selected by the RAMS Board of Directors.
(2) Community Advisory Board of the Bay Area Indo-
chinese Mental Health Project
. The Board consists of
representatives from mental health agencies, social
service agencies and from the various Indochinese communi-
ties. Members include representatives from the Cambodian,
Laotian and Vietnamese communities in San Francisco.
As RAMS is part of the District V Community Mental
Health System, RAMS' staff and board members work closely
with District V Community Advisory Board, which is composed
of district residents who are interested in mental health
and public services offered to and needed by the community.
The Board meets monthly on the fourth Thursday at Health
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Center V, and meetings are open to the public. The Board
is very active in program planning, review, and ongoing
community assessment.
Staffing and Personnel Configuration
RAMS has consistently made special efforts to acquire
staff that reflect the diverse community needs and culture,
and continues to emphasize bilingual and bicultural
services as a special priority. The following Table 38
illustrates the breakdown of the discipline, number of
staff, work hours, degree and ethnic breakdown of the
staff who are presently employed at the four RAMS programs.
In regard to staff hiring, recruitment and retainment,
the four Program Directors who were interviewed point out
the following interesting points:
(1) Special efforts have been made to recruit and
hire bilingual and bicultural Asian American staff.
Sixteen out of 22 staff are Asian Americans (Chinese,
Japanese, Korean, Filipino, Vietnamese, Laotian).
(2) The staff members have the ability to speak
seventeen different dialects or languages (Cantonese,
Taiwanese, Mandarin, Shanghaiese, Toisanese, Vietnamese,
Laotian, Japanese, Korean, Tagalog, Spanish, French,
German, Russian, Greek, Hebrew, and Hmong)
.
(3) The staffing pattern is very multi-disciplinary
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in their training background. There are 4 psychiatrists,
8 psychologists, 6 psychiatric social workers, 2 mental
health workers, 1 psychiatric nurse and 1 rehabilitation
counselor
.
(4) RAMS tends to attract the staff members who
have a strong sense of commitment to serve the community.
They tend to be young, single, creative, energetic, have
recently completed their academic training, and not money-
oriented (RAMS' salary scale is relatively low in compari-
son with civil service agencies in the City and County of
San Francisco)
.
Training and Staff Development Program
(1) The training program . RAMS believes in and
practices a multi-disciplinary approach to training and
service rendering. This means inviting trainees from
diverse schools and orientations to the mental health
field.
The RM-C offers an internship opportunity for students
in the following disciplines: psychology, social work,
nursing, rehabilitation, marriage and family counseling
and psychiatry. For an internship year, approximately 10-
12 qualified interns who are currently enrolled in graduate
programs at either masters or doctoral levels are recruited.
The internship is a full year, 24 -hour-a-week (at a minimum)
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commitment. Ninety percent of the RM-C supervision is
provided by staff and 10% of the supervision is provided
by volunteer consultants. RMCADTS also provides training
for undergraduate and graduate interns.
The NAAPTC is conceptualized as a freestanding,
community-based, field and research-oriented, and academic-
with-community linked training organization. The Center
is designed to build upon the existing university and
academic programs for the production of psychologists.
There are three major program components: specialized
clinical training on assessment and treatment; (2) educa-
tional coordination; and (3) research and evaluation.
Structurally, the training program requires that interns
spend: (1) a year-long, 20-24 hour-a-week placement at
RM-C; and (2) a 3-month, 20
-hour-a-week inpatient rotation
at San Francisco General Hospital or Langley Porter
Institute. In addition, the interns may rotate to other
community agencies. Within a regular work week, interns
spend roughly 40% of their time for clinical activities,
25% for community activities, 10% to attend seminars, 10%
for research projects and 15% for supervision. Each intern
has an individually tailored "contract" or a list of
internship objectives which is jointly developed by the
intern, the supervisor, and the Training Director. Since
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the Training Center was established in September, 1979,
20 predoctoral interns were trained by the Program (8 full
time and 12 part time)
. All full time trainees were from
approved doctoral programs in clinical/community
psychology. Regardless of the discontinuation of NIMH
funding in June, 1982, the Center continues the training
activities with one trainee for FY 82-83 and four trainees
accepted for FY 83-84.
(2) Staff development
. Several meetings are held
regularly for the purpose of providing staff members
training and educational experience and to improve commun-
ication among staff. Such meetings are case disposition
meetings, team meetings, staff meetings, staff development
meetings, intern development meetings, in-service training
seminars, supervisors' meetings, etc. Ongoing training
and supervision are also provided to staff workers in the
forms of individual and group supervision. Service
delivery strategies for specific target groups such as
ethnic-specific needs are strongly reinforced. Many
innovative training methods are used at RAMS including
video-taped Asian American Mental Health seminars. Between
1980 and 1982, fourteen professionally produced videotapes
were made.
Need Assessment
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The RM-C collaborated with the District V Program
Evaluation Unit to undertake three principal types of
activities: (1) implementation of a management informa-
tion system which monitors and reports on staff effort,
client utilization, client outcome, and service efficiency;
(2) assessment of specific community needs and demands
for mental health services; and (3) studies of time limited
follow-up of client satisfaction with clinical services,
client psychological functioning after treatment, client
social functioning after treatment and client's attitude
toward mental health services.
As need assessment continues and funding sources and
amounts change, goals and objectives are examined to sel-
ect and prioritize the activities which can best achieve
stated goals and objectives. This goal-setting process
at RM-C is illustrated in the logic model (Figure F) . On
the left, the resource-need fit determines the goal of
the RM-C which then is translated into a series of prior-
itized objectives most appropriate for achieving the pro-
gram goal. Each objective is supported by a series of
activities designed to achieve that objective. Because
the program functions and is conceived of as a system,
each activity serves to some degree to achieve each program
objectives and vice versa.
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Data Collection
Data collected by RM-C is responsive to District V,
Medical, and third party payment requirements. Four kinds
of data are collected by the program. These are:
(1) client data; (2) personnel data; (3) fiscal data; and
(4) service data. As shown in Figure G, Data Flow and
Sys'tesni Components, these data enter an information pro-
cessing component, which includes internal processing as
well as District V unit processing, where the aggregated
and processed information is placed in files from which
aggregated information can be extracted for reporting
purposes: to external sources; to management,
staff, and administrators internally; and for research and
evaluation studies.
Measurement Indications /Program Evaluation
RM-C continuously monitors itself to ensure that the
service it provides, both direct and indirect, are respon-
sive to and compatible with target population needs, the
community network in which it is nested, and program
objectives. Client, programmatic, and process data are
collected at regular intervals, aggregated and analyzed to
determine the degree to which program objectives and
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outcome measures are being achieved.
Measurable outcome objectives, responsive to and
simplified for funding sources, as earlier shown in the
logic model. Figure E, are categorized as follows:
(1)
outpatient units of service; (2) outreach units of
service; (3) CEICC units of service; (4) treatment out-
comes; (5) system integration and collaboration; and
(6) training outcomes. Specific objectives are determined
yearly in each of the above categorized objectives in order
to ensure the ongoing changing needs of the community.
Methods used in evaluating measurable outcome objec-
tives include:
(1) Data from the District V Program Evaluation Unit
based on entry and exit documentation supplied by RM-C.
(2) Referrals for inpatient hospitalization from
RM-C; these data are also verified against information
available from the Evaluation Unit of District V.
(3) Global Assessment Scale (GAS) scores routinely
collected for each client upon program entry and exit.
(4) The Client Satisfaction Questionnaire
,
developed
by the staff of the Program Evaluation Unit and the
University of California, San Francisco, is administered to
two randomly selected samples of clients during two separate
one-month periods. Findings in satisfaction and dissatis-
faction scores are compared. A second instrument, the
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Therapist Satisfaction Questionnaire is also used to
determine compatibility between the therapist's and
client s expectations for treatment satisfaction and
success
.
(5) A list of all CEICC activities is compiled and
compared against goals, which have been set based on prior
performance
,
assessed community needs, and resource
allocations
.
The above-mentioned data collection and program eval-
uation methods at RAMS are also applied to the staff and
trainees who treat patients in other programs at RAMS.
The National Asian American Psychology Training
Center (NAAPTC) has two evaluation approaches to assess the
attainment of the objectives set forth for the training
program: (1) internal evaluation: carried out as part of
the research component. Data necessary for internal eval-
uation is derived from routine and special, periodic data-
gathering efforts. Specific criteria for the yearly eval-
uation report are used in the evaluation interviews with
collaborating training sites and the interns in order to
find out their assessment of the program. Internal eval-
uation formats include Trainee Evaluation Forum, Super-
visor's conferences, intern's self-assessment, completion
of training requirements (curriculum, practicums
,
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supervision received)
,
and semi-annual evaluation feedback
conferences; (2) external evaluation: the Advisory Board
appoints an evaluation committee which is composed of
community leaders, academicians, practitioners, adminis-
trators, and students, to conduct a separate evaluation of
the Training Program. In addition, experienced evaluators
who are not employed staff of the training center are
hired to provide input on the accuracy and reliability of
the result of the internal evaluation.
Others
In order to enhance the service availability, access-
ibility and acceptability to the Richmond District resi-
dents, RAMS has many other special features, which is
quite unique for a Community Mental Health Center, for
example
:
• Extensive use of bilingual literatures. Active
participation in ethnic cultural events, newspapers, radio
and TV programs.
• Office is open in the evening until 9:00 p.m.
during weekdays and Saturday morning in order to accommo-
date clients who have to work during regular office hours.
• Location of the Center is very accessible to
public transportation. The Center is next to a neighbor-
hood theatre, a coffee shop, a Chinese restaurant. Banks,
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supermarkets, a hardware store, schools are all within
walking distance.
• The physical setting of RAMS is well decorated
with Oriental paintings, lamps, and comfortable furniture
for children and adults.
• Besides the "critical mass" of bilingual/bicultural
professional staff, traditional healers are also identified
and linkage established.
Conclusion
Based on the case study findings, the following
critical elements in the planning, formulation, and imple-
mentation of RAMS' programs are identified:
• A very strong community-based orientation with
active citizen participation.
• Well-defined goals and objectives which are
measurable both quantitatively by levels and types of
service and qualitatively through client satisfaction and
utilization of services.
• Flexible priorities according to the changing
community needs and resource availability.
• Strong commitment in planning, developing and pro-
viding bilingual/bicultural services to AAPA communities,
especially emerging ethnic communities such as the
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Indochinese, Korean, Pilipino, etc.
Critical mass of well-trained AAPA professionals
who can share and test out new ideas.
• Multi-disciplinary support from different mental
health professionals.
• A strong service-oriented internship training
program with strong support from universities and
academic environments.
• Active research activities in a community-service
front-line agency with well-trained researchers and clin-
icians on the staff.
• Effective use of available human resources. Good
collaboration with other social services and health
service systems.
• Strong effort to advocate for the needs of mental
health services for AAPA populations on the local, state
and national levels.
• Strong outreach component.
• Creative use of available technology in its data
collection and program evaluation systems as well as in
its teaching and training methods.
• Strong working relationships with most of the major
Asian mental health, social and human service programs
and agencies within the local, statewide, and national
arena
.
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• Strong working relationship with the universities
and other training institutions.
• Strong outreach program to the underserved popula-
tions - monolingual new immigrants, children, and elderly
populations
.
• Active governing board with well—represented Asian
and Pacific American members to reflect the community/
catchment area served.
The importance of increasing the available mental
health services and personnel to meet the needs of AAPA
is well documented in many conference reports and research
findings (see Chapter 1) . RAMS, as a community-based
mental health center, has demonstrated its ability to
provide effective services to its residents and to over-
come many of the barriers that have prevented AAPA from
seeking mental health services. Beginning with zero budget
and no program history, RAMS has grown from a community
advocate group into a multi-service center with strong
training and research components. Besides providing mental
health service to the Richmond District residents in San
Francisco, RAMS has also become a strong voice within the
larger minority and AAPA service delivery networks and has
provided national leadership in the advocacy for more
accessible and appropriate services to the disenfranchised
ethnic populations.
RAMS serves as a fine example of how a community
agency can respond positively and effectively to the
growing needs of its community.
CHAPTER VI
DISCUSSION AND IMPLICATIONS
Review of Major Purposes of the Study
During the past few years, widespread concern has
been voiced regarding the lack of reliable information on
the supply, distribution and training of bilingual/bicul—
tural AAPA mental health personnel in order to meet the
mental health service needs of this rapidly increasing
population. Without such national or local data, it is
next to impossible to accurately project, design, plan
and implement mental health manpower production and
training programs. The little data currently available are
from the federal government or professional organizations.
These data are often incomplete and misrepresent the real
mental health manpower needs of existing and emerging AAPA
populations. There is a definite need to obtain manpower
data directly from the AAPA communities with strong
community participation and direct benefit to the AAPA
mental health providers. It is only with such participa-
tion that accurate and more complete data can be acquired.
This research represents the first major attempt to
conduct an in-depth study on the kind, number, background,
training, function of a group of AAPA mental health
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service providers who are currently employed or trained in
the City and County of San Francisco Mental Health
Services System. In addition, a case study was conducted
to show a goodness—of-fit in a selected setting between
the AAPA professional manpower availability and the AAPA
mental health service demand.
In this final chapter, the main findings of the
studies are discussed and the implications for manpower
planning and development are presented.
Summary of Main Findings
Survey on Community Mental Health Service
Manpower for AAPA
The research findings are in general agreement with
the following six hypotheses:
1. There is an underpresentation of mental health
providers from the emerging AAPA group in the City and
County of San Francisco Mental Health Service to serve the
emerging new immigrant and refugee population. While this
group represents a total of 32.5% of the total AAPA popula-
tion in San Francisco, collectively, they represent only
18.8% of the total sample population. Underpresentation
of mental health professionals is more evident in the
Pilipino, Korean, Laotian and Cambodian ethnic populations
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2. The specific language abilities of the bilingual
AAPA mental health providers are underutilized in communi-
cating with the clients they serve. While a surprisingly
high number of AAPA providers indicate some verbal ability
m one or more AAPA language, only 26.1% of the providers
have indicated that they have been able to utilize their
language skills more than 75% of the time in communicating
with clients needing their language skills.
3. The majority of the AAPA psychiatrists and psych-
ologists are employed part time in their primary work site
and most of their time is spent in non-direct client care
• The majority of the social workers, psychiatric
nurses, and community mental health workers are employed
full time in the agency and most of their time is spent in
direct clinical service. The findings indicate that only
30.8% of the psychiatrists and psychologists in the sample
are employed in regular full time positions in comparison
with 85.2% of the social workers, nurses and community
mental health workers. Only 38.5% of psychiatrists and
psychologists described direct client care as their primary
function, in comparison with 88.4% in the other discip-
lines .
4. The majority of the AAPA mental health providers
are younger than age 35 and have less than ten years of
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mental health employed experience. Data reveal that 52.2%
of the providers in the sample are younger than 35 years
of age and only 37.5% of the providers are employed in
the field of mental health over ten years.
5. The research sample reflects a highly educated
group of professionals with 89.5% having a Bachelors or
more advanced degree. California appears to be the major
training ground for the providers in the sample with 53.3%
having received post-graduate training and 66.7% having
attended their graduate schools in the state. There is
almost a total lack of AAPA focused curriculum in the
highest degree programs attended by the providers.
6. The majority of the AAPA mental health providers
are satisfied with their work. The present study found
that 64% of the providers were very satisfied and another
30% were somewhat dissatisfied. Opportunity to work and
learn about AAPA clients is an important factor in job
satisfaction.
Case Study
The case study findings next summarized have been
provided as an example of an agency where the fit of AAPA
clinical manpower is appropriate and exemplary.
Based on the case study findings, Richmond Area
Multi-Service, Inc. (RAMS) has shown a goodness-of-f it
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between the AAPA professional manpower availability and
AAPA mental health service demands. Many factors con-
tributed to its success
,
which are listed in the previous
chapter. What needed to be highlighted in this chapter,
however, are its implications for the mental health
service planning and manpower development for AAPA. RAMS'
model has demonstrated the importance of the following
critical components in the programmatic and organizational
design of AAPA programs:
1. Location of agency facility is accessible to
community residents.
2. Services provided are comprehensive with out-
patient, partial hospitalization services, emergency
services, consultation and education services, etc.
3. Programs are designed, controlled and evaluated
by community boards.
4. Treatment is provided by staff whose ethnic,
linguistic and cultural backgrounds are similar with their
client population.
5. In-service training, supervision and consultation
are sufficiently provided to enhance professional growth
of its staff.
6. Resources in the community and other agencies are
effectively used with good collaboration with other human
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service systems.
7. Strong service-oriented training programs are
provided with strong linkage with universities and academic
environments
.
8. Research opportunities are provided for community
providers as well as university researchers who are inter-
ested in community research.
9. Data collection and program evaluation systems
are available and used.
10.
Goals and objectives are well defined and measur-
able. Priorities reflect the changing community needs and
the changing funding availability.
The service and training model presented by RAMS has
brought about many new and exciting treatment and training
possibilities to their local community. It is, of course,
not the intention to provide a "recipe" to all AAPA commun-
ities. It is very important to note that each AAPA ethnic
group should be examined separately and their distinctive
and diverse cultural background taken into account. In
addition, each community has its own political and leader-
ship structures and its own funding patterns. Program
design should be tailored for the needs of each ethnic
minority with its own community characteristics. However,
the case study presented can serve as a "role model" in
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the provision of more appropriate, accessible and acceptable
services to the AAPA population.
Limitation of the Study
The findings from this study are based upon a sample
of AAPA providers who work in the City and County of San
Francisco mental health system that serve a substantial
AAPA clientele. Providers, administrators and service-
related agencies are included. As such, the exploration
and interpretation of findings need to take into considera-
tion the limitations of the sample which excludes Asian
American mental health providers who serve Asian Americans
in (1) non-county related facilities (e.g., private
hospitals, universities, private counseling centers, etc.);
(2) academic teaching about Asian American mental health;
(3) other kinds of social and human service agencies not
labeled as part of the "mental health system"; (4) private
practice; (5) research settings; (6) training agencies
(e.g.. Psychoanalytic Institute); and (7) other administra-
tive or public service programs or agencies (e.g., legisla-
tive aide to congressmen. State Director of Mental Health
Services)
.
Secondly, since the data are collected by self-report
questionnaires and interviews taken at one point in time,
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the issues of reliability and validity of self-reported
data and retrospective accounts of training and background
presents limitations in terms of accuracy of recall, social
desirability bias, response set, and other kinds of moti-
vated biases inherent in survey research (Kerlinger, 1978;
Survey Research Center, 1979)
.
Third, the findings are based upon providers who are
currently working in this large urban mental health system.
No information is available on those who have changed
careers, interests, or specialties within their profession.
To some extent, this study provides information on those
who have maintained (survived, tolerated, etc.) their work
in mental health services. As such, the findings may be
skewed toward a particular AAPA manpower population.
Finally, these findings are based upon a sample of
AAPA who work in San Francisco. Due to the very unique
characteristics of the City (AAPA population, AAPA focused
programs and other available mental health resources)
,
caution is advised in extending the findings from this
research to any other AAPA community or to any other
county.
Implications of Findings
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Strengths
In summary
,
the results based on the research sample
and my contacts with the treatment program indicate con-
siderable strengths and unique recourses in the provision
of mental health services to the AAPA population in San
Francisco. Some of the encouraging factors are:
1* Availability of a unique and resourceful group
bilingual providers who are able to speak more than
fourteen different types of AAPA languages.
2. Availability of a "critical mass" of very well
educated mental health professionals who are willing to
work in community based mental health agencies.
3. The "youthfulness" of the group generates the very
necessary energy for the mental health service system.
Many of the new graduates are highly motivated for learning
and serving the AAPA clients. In addition, a number of
experienced AAPA administrators and supervisors are avail-
able in several programs to provide the necessary role
modeling and support to the new providers.
4. In contrast to some recent findings on job satis-
faction of community mental health workers (Cherniss and
Egnatios, 1978), the AAPA providers appear to be quite
satisfied with their current jobs. The high job
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satisfaction rating might be related to the self-reporting
nature of the questionnaire and the "Asian characteristic"
of not expressing negative feelings "in public." However,
the data might also reflect a group of providers who are
quite content with their jobs. The content analysis of
written responses on the questionnaire indicates that the
opportunity to work and learn about AAPA clients is cited
as a major source of sense of satisfaction. This specific
activity appears to provide many providers a great sense
of accomplishment and fulfillment at work. In addition,
since only 21% of the providers in the sample came to the
United States after the age of 19, many of them were born,
raised and educated in the Bay Area with strong family
ties. They represent a very stable work force for the
City.
5. According to the ADAMHA report (1981), San
Francisco is found to have more AAPA focused programs than
any other city in the United States. With the exception
of residential treatment facilities, AAPA focused programs
are available in a wide range of treatment services (out-
patient, day treatment and inpatient). Collectively, the
AAPA focused programs are the employers of 60% of the
total AAPA providers in the research sample. Such pro-
grams, in addition to the provision of the very necessary
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bilingual services, also were found to provide very unique
physical settings for the many AAPA providers to improve
their clinical skill and receive support from a critical
mass of professionals.
Problems
The results of research findings, however, also con-
the following manpower deficiencies as presented in
Chapter 3.
(!) Lack of available data on AAPA mental health
manpower and training activities
. In the City and County
of San Francisco, there appears to be no city-wide reliable
manpower data and information system to provide profiles
on (a) number of bilingual AAPA in all Civil Service and
contract agencies; (b) number, type, diagnosis of AAPA
clients according to their ethnic breakdown; (c) actual
utilization trends of the AAPA population; (d) number and
type of AAPA residents, interns and other students who are
receiving training in CMHS agencies. In recent months,
CMHS has initiated a computerized management and informa-
tion system. Hopefully, manpower data can be incorporated
into this data collection system in the future.
(2) Deficiencies in the existing manpower data . A
review of the available documents indicated that the major-
ity of the reports on manpower data are concerned only with
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the number of professionals. Such data are not adequate
to address the many specific issues such as the distribu-
tion, accessibility, utilization, productivity, effective-
ness and the bilingual/bicultural nature of the AAPA mental
health work force. Hypotheses 1, 2 and 3 of this study
support the notion that number of AAPA alone are not
sufficient in the determination of the accessibility and
^va^l^kili ty of mental health providers. This problem is
critical for AAPA providers due to the diverse lan-
guage and cultural differences among the different
immigrant and refugee populations. The number of AAPA
professionals and paraprofessionals alone should not be
used as an indicator of the shortage or over-supply of
AAPA mental health manpower.
(3) Shortage of bilingual/bicultural personnel . The
findings of this study suggest a critical shortage of
providers from the emerging population, but doesn't
necessarily imply an over-supply of mental health pro-
viders in other AAPA groups. In fact, with the drastic
increase of Chinese from Mainland China, Vietnam and other
countries, great concerns are expressed by many Chinese
providers on the availability of bilingual/bicultural
staff who can understand these groups of newcomers. In
addition, there are no baseline data available to compare
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the AAPA group of providers with other minority groups
or the general provider population. As such, it is diffi-
cult to conclude whether AAPA providers are over or under-
represented in the City. However, two available data
sources seem to support the problem of shortage of bilin-
gual/bicultural mental health personnel in the CMHS system.
Findings from a survey conducted by CMHS on the bilingual
staff availability in the contract agencies in 1980
indicated that approximately 17.5% of all professional
employees are bilingual Asian. The percentage is lower
than the AAPA population percentage in San Francisco.
Findings resulted from this study also reveal that a
majority of the agencies funded by CMHS do not have any
AAPA staff. Of a total of 93 treatment programs, only
59 or 36.4% have AAPA providers and 59 or 63.5% do not.
Of the 34 programs, the majority 22 or 57.5% have only
one AAPA employee and two programs have only one trainee.
In fact, as indicated earlier, a total of 85 or 60% of the
providers are employees or trainees of only five agencies.
All five have AAPA specific focused programs with AAPA
administrators or program directors.
(4) Maldistribution and inefficient utilization of
AAPA mental health service providers
.
The analysis of
data might reflect some degree of inefficiency in this
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area. The findings related to Hypothesis 2 strongly
support that (a) a large number of bilingual personnel do
not use their bilingual abilities; (b) many bilingual
providers are presently employed in agencies that do not
have substantial AAPA clients. Their bilingual abilities
might not be used effectively to serve the large number of
monolingual clients in San Francisco; (c) there seems to
be an over
-reliance on direct care as the treatment of
choice. Most of providers' time is spent in direct clin-
ical service and in those activities associated with
clinical service
,
e.g., report writing, staff conferences,
and supervision. A relatively low percentage of time is
spent in community education and outreach. In view of the
original goals of community mental health centers and the
large number of new immigrants, AAPA staff in CMHS systems
should spend significant portions of time in these activi-
ties. However, such findings seem to be consistent with
the study conducted by Bloom and Parad (1978); (d) there
seems to be a lack of integration of mental health services
with primary health care systems. There is no single inte-
grated mental health program and primary health care
system. In view of the extremely high number of psycho-
somatic patients in the AAPA community, this issue needs to
be addressed; (e) the majority of the AAPA agencies are
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administratively under the City and County of San
Francisco. Civil services system and professional licen-
sure laws might restrict the efficient utilization, promo-
tion or redeployment of personnel. Specifically the
licensure requirement might discourage the usage of
different or "non-traditional
" personnel who might be very
effective in the treatment of the AAPA population (such as
acupuncturists, spiritual healers, etc.).
( 5 ) Lack of trained personnel with proper skill mix.
The majority of the research sample received their grad-
uate training in California and tended to work in the same
location after graduation. Such findings are in support
of Schneider's work on psychology graduates (Schneider,
1981). It is rather discouraging to find that AAPA curri-
culum are almost non-existent in almost all academic pro-
grams represented in this sample, including the ones in
California (a state with 36% AAPA according to 1980 U.S.
Census). We, therefore, can assume that the majority of
the providers are trained in the Western clinical orienta-
tion model and are not very experienced in working with
AAPA individuals, families, and communities. Therefore,
in-service training, supervision, consultation and most
importantly, the availability of role models at their
agencies are very important in order to improve the quality
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of care to AAPA consumer groups.
The research findings from the student sample also
reveal the following problems: (a) universities in the Bay
Area appear to have a small number of AAPA trainees. For
example, according to the student listing of 1982-83 of
the Department of Psychology, University of California, San
Francisco, only five students out of a total of one hundred
and ninety one are AAPA; (b) all students in the sample
are Chinese or Japanese. No students from the emerging
populations are identified; (c) the majority of them are
placed in agencies with very limited exposure to AAPA
clients or AAPA supervisors; and (d) only two students are
very good or excellent in their bilingual skills. The
majority of the students are not bilingual. Generally
speaking, regardless of the active student training pro-
grams available in some AAPA focused agencies, many defi-
ciencies exist in the overall training activities for AAPA
trainees
.
(6) Contextual service related constraints . Research
findings based on the study of the geographical location
of the treatment programs indicate the lack of bilingual/
bicultural service providers in several catchment areas in
San Francisco. While the Northeast District and the
Richmond District (part of District 5) have AAPA focused
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programs, there is a low level of available AAPA bilingual/
bicultural services in District I (Mission) and District
II (Southeast)
. The AAPA population affected by this lack
of services are the Pilipinos, who constitute 4.3% of
District I's population and represent the largest AAPA
group in District III with 5.6% of the population. Forty
percent of San Francisco's growing Indochinese population
and a large number of Samoans and other Pacific Islanders
also reside in these Districts (Murase, 1981). They con-
stitute new unserved populations. The flexibility to allow
those AAPA clients to receive bilingual/bicultural services
across the catchment area territories is vitally important.
(7 ) Inadequate planning, policies and funding for
manpower production
. While the mental health service
needs are increasing, there has been a drastic decline in
funding available for specific AAPA programs. It is very
discouraging to find out from the contacts with the pro-
gram administrators that all NIMH funding for AAPA training
programs are terminated, and the handful of mental health
programs in AAPA communities are under constant threat of
being curtailed due to instability of the funding base.
The establishment of new programs for the emerging popula-
tion is almost impossible.
Currently, very few AAPA service agencies have the
210
hiring capacity to employ the AAPA providers who are very
motivated to work with AAPA population. Interestingly,
some students in the AAPA focused programs expressed con-
cern about being identified as the "Asian therapist" with
the fear that they might not be accepted in the job market
outside
.
Finally the research findings also indicate that most
of the AAPA mental health professionals are specialized in
clinical treatment. Very few are engaged in research,
program evaluation, policy planning, and serving as faculty
and role models to AAPA students in universities.
Recommendations for Alternative Actions
As in any research manpower development, the findings
have implications for policy and planning, and for alterna-
tive actions in manpower program implementation. In this
section, the policy implications in terms of recommenda-
tions for alternative actions are extracted from our
findings from the literature review and the research
results
.
A review of the findings indicates that many problems
exist in the areas of supply, demand and training of AAPA
mental health manpower. This manpower problem appears to
have reached a critical point at this time due to the
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sudden termination of the federal training grants and the
drastic increase of demands in the AAPA communities.
Clearly, mental health services demands are anchored in
the life problems confronting AAPA. As long as these
problems persist for AAPA individuals, groups, or communi-
ties, manpower needs will continue to exist and to increase.
As such, regardless of the changing policies on the part of
the federal government, alternative actions have to be
developed. Provided below are some of the suggestions and
recommendations
.
Recommendations to the Federal Government
It may not be possible to implement the proposed
recommendations at the present time because of the block
grant provisions requiring that the responsibility for
mental health services be transferred to the states.
Nevertheless, it would be desirable to study these recom-
mendations for possible implementation in the future.
Furthermore, the existence of these difficulties at a
national level may point to a critical problem to the
block grant concept. Some of the recommendations are as
follows
:
1. Federal manpower policies should no longer be
directed primarily at the attainment of a theoretically
optimal national supply of mental health manpower. They
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should be related to such specific issues as the distribu-
tion, accessibility, utilization, productivity and
effectiveness of the mental health workforce.
2. Federal manpower policies should be reviewed and
revised periodically to respond to emerging problems and
changing conditions, e.g., the constant growth of minority
immigrant populations.
3. Funding and technical assistance should be pro-
vided to State agencies to strengthen their management and
manpower planning capabilities because these agencies are
in a strategic position to solve many of the pressing
manpower problems.
4. Mental health services and training dollars
available to community-based AAPA programs should be
increased so there would be adequate funding for employment
of bilingual/bicultural staff and appropriate training
activities
.
5. The number of research and demonstration projects
to identify and evaluate more effective methods of util-
izing personnel should be increased. Support should be
provided for experimental training programs dealing with
innovative use of AAPA manpower, such as the application
of Eastern healing methods and natural support systems.
6. Support should be given to permit AAPA students
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to take part in interdisciplinary training projects within
ambulatory primary health care settings. Research and
demonstrations on improved linkages between the mental
health and primary care personnel should be supported.
7. The existing human services data collection
system should be expanded and improved. For example, the
Health Manpower Clearinghouse in the Health Services Admin-
istration should be expanded to include mental health man-
power.
8. The competency of mental health paraprofessionals
should be increased and uniform standards for their certi-
fication should be established.
9. Affirmative Action programs should be enforced
vigorously.
Recommendations to the State Agencies
With the passage of Alcohol, Drug Abuse and Mental
Health block grants, the role of the states will increase
in responding to the needs of AAPA communities. Therefore,
state planning mechanisms must be made more responsive to
the special mental health and training needs of AAPA. The
following recommendations are provided for state planning
and evaluation service on manpower training programs to
respond to AAPA concerns:
1. State data and information collection systems on
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bilingual/bicultural needs and personnel should be
increased. it is recommended that in areas where AAPA
groups constitute at least three percent of the population,
data collection requirements should be imposed by either
legislation or state mental health agency administration
regulations. The state agency charged with planning
authority should be required to collect such data. Ethnic
categories should include specific AAPA sub-group break-
downs on such items as primary language spoken, sex, types
of referral; type of diagnosis; type of service provided,
etc. Administrative data elements should also be included
to provide information on primary language and language
abilities of service provided and contracts made available
to AAPA community groups. These data should be reported
annually for state planning and legislation.
2. Establishment of AAPA commission should be a
priority. A commission composed of representatives of
AAPA communities needs to be created to advise state
administrators in policies, regulations, problems, and
areas of concern with regard to appropriate and adequate
services provisions to AAPA. The commission should review
the information from the State Data and Information
Collection System and monitor the progress on meeting the
needs of minority populations. The commission should be
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given authority to hold public hearings and to review and
withhold approval of the annual state mental health plan.
States with more than 5% of AAPA population should estab-
lish such an AAPA Commission.
3. A state's annual plan needs to include specific
goals and implementation plans to improve the mental health
service and to increase AAPA mental health personnel. Input
should be received from a broad cross-section of AAPA with
final approval from the AAPA Commission. Five-year plans
with long-term goals should be encouraged in the states
with substantial AAPA population.
4. An AAPA office in the State Human Rights Agency
or Commission should be established. A special AAPA
office should be created to enforce and monitor the compli-
ance of all federal and state laws and regulations.
Agencies providing services in an amount greater than
$100,000 per year must develop regulations in compliance
with the spirit of Title VI and II of the Federal Civil
Rights Act. Hearings should be held annually to monitor
the hiring practice of bilingual personnel.
5. A third-party reimbursement mechanism must be
developed for non-licensed mental health workers who pro-
vide culturally relevant and ethnically specific mental
health services, e.g., acupuncture, herbal medicine, etc.
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6. Changes in statewide credentialing and licensure
requirements of mental health professionals need to occur.
This is particularly important to the recent immigrants
from Korea
,
Indochina and Pacific Islands. Foreign
Medical Graduates' restrictions should be re-examined.
7. Bilingual/bicultural staffing guidelines for
community mental health centers need to be developed.
When at least 3% of the AAPA population of a service area
or 3,500 people (whichever number is less) belongs to a
given linguistic group, staff positions must be filled by
staff who reflect the linguistic composition of the
service area population. Bilingual certification should
be required as a component of the job description. Bilin-
gual certified staff should be compensated additionally
for their bilingual skills.
8. A linguistic minorities health service corps
should be developed. The corps would be responsible for
providing services to the AAPA communities with critical
manpower shortage.
9. Requirements should be established to exercise
financial control over educational institutions that
receive state support and to hold them accountable for
affirmative action in hiring, selection of students, and
development of curriculum.
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10. A system of apprenticeship training programs in
mental health specialties which could award academic credit
for in-service training should be implemented. Such pro-
gram should also include non-AAPA professionals.
11. State intervention through the licensing powers
to change requirement for licensing standards could be
amended to include requirement of coursework in culturally
sensitive aspects of bilingual/bicultural mental health
problems. The state licensing examination should include
a component with minority focus and an overall sensitivity
to language bias.
12. A state funded AAPA Multi-Disciplinary Mental
Health Training Center should be developed. This training
center is conceptualized as a freestanding, community-
based, field and service oriented and academic-with-
community linked training organization. The intent is to
provide specialized training on assessment, evaluation,
treatment, and interventions appropriate for effective work
with AAPA. Major components of such a program would
include curriculum development, field placement, seminars,
field supervision, staff development, consultation and
university community linkage. The idea of such a center
is recommended by the AAPA Consultation Group to ADAMHA
(1980; the AAPA Task Panel to the President's Commission
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on Mental Health (1978) ; the National Asian American
Psychology Training Conference (1977) ; and many other
groups
.
Recommendations to City and County
Mental Health Services
1. Better data collection should be developed.
Inclusion of manpower data in the new management and
information system of AAPA providers would be very helpful.
2. Technical assistance in the recruitment and
training of mental health professionals should be provided
to the community agencies interested in the hiring of AAPA
mental health providers. A city-wide team of AAPA consul-
tants should be available to provide in-service training
and case consultation to other AAPA, as well as the non-
AAPA staff members.
3. Flexibility in interpretation and enforcement of
the catchment areas concept should be considered. Limited
AAPA manpower should be encouraged to be shared across
the catchment boundaries.
4. Funding to develop new city-wide programs for
the emerging AAPA population should be provided.
5. Bilingual/bicultural staffing guidelines to all
city-operated and city-controlled agencies should be
developed. Affirmative action goals should be received
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and monitored closely.
Recommendations to Professional Organizations
Professional organizations must take an assertive role
of leadership in studying and improving AAPA representation
in the four core mental health professions. The use of the
accreditation process to enforce affirmative action
policies and promote the development of ethnic relevant
curricula is extremely important. Another vital function
is the collection of detailed AAPA data on students,
faculty, financial aid recipients, and fieldwork placement.
The professional organizations' roles in data collection
and provision of financial aid support to minority fellows
should be increased due to the decreasing role of the
federal government.
Recommendations to Institutions of Higher Education
Recommendations to such institutions include the
following
:
1. Recruitment of bilingual/bicultural AAPA students
with a strong focus on Indochinese refugee. Pacific
Islander and Korean students should be made a high priority
in response to the community needs.
2. AAPA faculty members with strong community back-
grounds should be hired. The director of staff members of
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AAPA community-based agencies should be encouraged to
engage in part time teaching positions.
3. Strong linkage should be made with AAPA community
agencies which can serve as field work training sites for
students.
4. Research projects in collaboration with AAPA
community agencies should be developed.
Recommendations to AAPA Professionals and
Other Human Service Providers" “
1. Due to the recent funding and political climate,
more than ever before, the AAPA professionals from all
ethnic backgrounds should be united, planning together,
and developing workable steps to bringing about positive
changes
.
2. In addition, AAPA professionals should be active
participants in all other national activities affecting
all minority groups. It appears that many AAPA do not
belong to their respective professional organizations.
Consequently, organizational policies are established with
very limited AAPA input. In order to initiate change
within our professions, we must first be members of the
professional organizations.
3. AAPA leaders should initiate and conduct colla-
borative research and further document AAPA personnel
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needs in the AAPA communities. A biographical director
of all AAPA mental health professionals who are presently
working in the community agencies should be developed in
order to facilitate the recruitment and hiring of AAPA
into service and academic institutions.
Recommendations to Agencies with Research Capabilities
It is quite evident from this report that most of
the previous data collected on AAPA are inadequate and
misleading. It is very important that AAPA researchers
assume leadership in the development of a systematic and
effective data collection system. Information produced
can be translated into objective personnel prerequisites
for providing services to AAPA. This information could
also be used to develop appropriate policies for mental
health service delivery by state and federal governmental
agencies. Research priority should be placed on the
evaluation of supply and demand of bilingual/bicultural
personnel who are serving the AAPA communities. Such
research priority should have emphasis on data collection
from frontline providers and not estimates contributed by
scholars, teachers, or higher level administrators.
Recommendations to the AAPA Community Members
1. It is of utmost importance that our elected
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officials at all levels become aware of and support our
AAPA manpower and training concerns. We must confront our
representatives with facts, data, and request assistance
in developing strategies to increase representation.
Bilingual/bicultural AAPA mental health needs will continue
to be great unless such support by public officials
becomes a reality.
2. If positive action is to take place, all AAPA
community members of the diverse minority backgrounds must
be united to form a strong alliance. We must be politi-
cally united in order to bring about broader system change
in our community.
Summary
It is evident that a number of program approaches,
funding methods and legislative changes will be required in
order to overcome the mental health service and manpower
problems faced by AAPA. The causes of inefficient use of
AAPA mental health personnel are often related to complex
national, social, economic, and immigration policies, and
to licensure and political factors that are beyond the
control of AAPA communities. However, the distribution,
utilization, effectiveness and efficiency of AAPA mental
health personnel, as well as access to mental health
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services by AAPA populations, can be improved through the
implementation of the recommendations promulgated in this
paper.
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appendix a
Glossary of Terms Used
AAPA: Asian and Pacific American. According
to Wong (1982), at least 32 distinct
ethnic and cultural groups might be
listed under this term. They are:
(1) Bangladesh, (2) Belauan (formerly
Palauan), (3) Bhutanese, (4) Burmese,
(5) Chamorro (Guamian)
, (6) Chinese,
(7) Fijian, (8) Hawaiian, (9) H'mong,
(10) Indian (or East Indian), (11) Indo-
nesian, (12) Japanese, (13) Kampuchean
formerly Cambodian)
, (14) Korean,
(15) Laotian, (16) Malaysian,
(17) Marshallese (of the Marshall
Islands which include Majuro, Ebeye
,
and the U.S. missile range, Kawjalen,
(18) Micronesia (of the Federated States
of Micronesia which include Kosrae,
Ponape, Truk, and Yap), (19) Nepalese,
(20) Okinawan, (21) Pakistani, (22)
Pilipino, (23) Saipan Carolinian (or
Carolinian from the Commonwealth of
the Northern Marianas)
,
(24) Samoan,
(25) Singaporian, (26) Sri Lankan
(formerly Ceylonese), (27) Tahitian,
(28) Taiwanese, (29) Tibetan, (30)
Tongan, (31) Thai, and (32) Vietnamese.
ADAMHA
:
Alcohol
,
Drug Abuse and Mental Health
Administration
APA: American Psychiatric Association
APA: American Psychological Association
CMHC
:
Community Mental Health Centers
FMG: Foreign Medical Graduates
Indochinese or
Southeast
Asian refugees: Refers to the Vietnamese, Laotian,
Cambodian and Hmong refugee populations.
243
Mental Health
Worker
:
Refers to the paraprofessional workers.Community Health workers are alsoincluded in this category.
NIMH: National Institute of Mental Health
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APPENDIX B
LIST OF ALL 24-H, PARTIAL DAY AND
OUTPATIENT TREATMENT PROGRAMS
SAN FRANCISCO COMMUNITY MENTAL HEALTH SERVICES
TREATMENT PROGR.AMS ARE LISTED ALPHABETICALLY BY PROGRAM NAME. CODES FOR
THE DISTRICT WHERE THEY ARE LOCATED AND THE MODES OF SERVICE PROVIDED ARE
IN PARENTHESES.
CODES:
CO - Central Office Contracts and Citywide Programs
DV - District V Community Mental Health Center
MS - Mission Community Mental Health Center (District I)
NE. - Northeast Community Mental Health Center (District IV)
OFS - Office of Forensic Services, Department of Public Health
SE - Southeast Community Mental Health Center (District III)
WS - Westside Community Mental Health Center (District II)
24-H - 24 -Hour Care
PD - Partial Day Care
OP - Outpatient Care
*
- Program has AAPA mental health providers
Acute Day Treatment Center (MS - PD 5 OP)
761 So. Van Ness Ave.
S.F. 94110
558-5822
Adolescent Day Treatment (WS - PD)
(St. Mary's Hospital)
450 Stanyan St.
S.F. 94117
752-3418
Adolescent Day Treatment Center (DV - PD)
4319 Gearv Blvd.
S.F.
’ 94118
386-3280
Adult Day Treatment Services (DV - PD)
3654 Balboa St.
S.F.
668-5955
94121
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Adult Outpatient Team II
298 Monterey Blvd.
S.F.
55S-2551
94151
(MS - OP)
Adult Outpatient Team II
3850 - 17th St.
S.F. 9411/
558-2507
(MS - OP)
Alemany Day Treatment Center
45 Onondaga
S.F. 94112
586-8S42
(SE - PD)
Audrey L. Smith Developmental Center (WS - PD)
1050 McAllister St.
S.F. 94115
931-4450
Baker St. East
730 Baker St.
S.F.
567-1498
Bay Area Indochinese Mental Health Project
3628 Balboa St.
S.F. 94121
668-5955
(WS - 24 -H)
9411'
Bavside Residential Treatment Center (WS - 24-H Ej PD)
2020 Hayes St.
S.F. 94117
386-S750
*Bayview Hunter's Point Mental Health Services (SE - OP)
4301 Third St.
S.F. 94124
624-5785
Bayview Hunter's Point Mental Health Service (SE - PD)
(Day Treatment)
4501 Third St.
S.F. 94103
648-5785
Carroll House (SE - 24-H)
75 Anderson
S.F.
821-1610
94110
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*Chinese Newcomer Services
81b Sacramento St.
S.F. 94108
421-0943
(CO - OP)
Community Crisis Services of San Francisco (WS - OP)
1600 Divisadero St.
S.F. 94115
567-6600 x2631
Community Support Program (MS 5 SE - OP)
2940 - l*6th St.
S.F. 94103
558-5107
Community Support Program (MS 8 SE - OP)
Community Support Program - Rehab. Community Center (MS - OP)
4343 Third St.
S.F. 94124
647 -7555
Comprehensive Child Crisis Service (CO - OP)
3801 Sacramento St.
S.F. 94118
3S7-7799
387-8700
*Conard House (NE, SE 8 WS - 24 -H)
2441 Jackson St.
S.F. 94115
346-6380
Coop Apartments
Progress Foundation
368 Fell St.
S.F. 94102
861-0828
Cortland House
77-79 Cortland Ave
.
S.F.
550-1881
Crisis Center
810 Capp Street
S.F. 94110
55S-2071
(CO - OP)
(CW-24-H)
(MS - OP)
Developmental Disabilities Unit
1351 - 24th Ave.
S.F. 94122
661 -4400 xl
2
(DY - OP)
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Center for Deafness
Univei sitv of California, San Francisco
S.F.
(CO - OP)
Center for Special
2107 Van Ness Ave.
S.F.
5SS-4801
Problems
94109
(OFS - OP)
*Child and Family Treatment Center (DV - PD)
1789 - 4Sth Avenue
S.F. 94122
731-1911
Child and Adolescent Sexual Abuse Resource Center (CO - OP)
San Francisco General Hospital
1001 Potrero Ave.
S.F. 94131
Children's, Adolescents' and Family Service Center (MS - PD 8 OP)
3151 - 2 3rd St.
S.F. 94110
558-5336
Children's Counseling and Rehabilitation Services (DV - OP)
2535 Ocean Avenue
S.F. 94127
334-4717
Children's Hospital Child Outpatient (KS - OP)
3801 Sacramento St.
S.F. 94118
387-8700 x576
"Chinatown Child Development Center (NE - OP)
1007 Kearny St.
S.F. 94153
433-2010
*Chinatown/Northbcach Clinical Services (NE - OP)
1548 Stockton St.
S.F. 94133
398-0981
398-2206
*Chinat own/Northbeach Community Care
615 Grant Ave.
S.F. 94108
453-0160
(NE - PD 6 OP)
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Disabled Employees Rehabilitation (CO - PD)
2331 - 3rd St.
S.F. 94108
626-5396
Edgewood/Lucinda Weeks
2665 - 28th Ave.
S.F.
664-7584
Forensic Psychiatric Inpatient Service -Ward 7B (OFS - 24-H)
San Francisco General Hospital
1001 Potrero Ave. 94110
821-5158
Gay Residential Treatment Program (CO - 24-H)
730 Baker St.
S.F. 94115
567-1498 (Residential)
387-2275 (Sub-Acute, Short-term)
Geriatric Day Treatment Center (DV - PD 8 OP)
U.S. Public Health Hospital
15th Ave. 8 Lake St.
S.F. 94118
752-5682
*Home Visiting Team
1990 - 41st Ave.
S.F.
665-1181 x 5
independent Living Program (SE - OP)
1405 Guerrero St.
S.F. 94110
647 -3953
Infant -Parent Program
S.F. General Hospital
1001 Potrero Ave.
S.F.
821-5298
Institute for the Arts of Living
2515 - 24th St.
S.F. 94110
647-6255
(CO - OP)
94110
(DV - OP)
94116
(CO - PD)
94116
(MS - OP)
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Institute Familiar de la Raca
2515 - 24th St.
,
#2
S.F. 94110
647-4141
La Amistad
2481 Harrison St.
S.F. 94110
285-8100
Jail Psychiatric Services
798 Brannan St.
S.F. 94103
863-9138
* Japanese Community Services
1010 Gough St.
S.F. 94109 -7697
474-7510
(MS - OP)
(MS - 24 -H)
(OFS - OP)
(WS - OP)
*Kimochi
1581 Webster St., #10
S.F. 94115
563-5626
*Langley-Porter Psychiatric Institute (DV - 24-H 8 OP)
401 Parnassus
S.F. 94143
681-8080 x 200 (Crisis Unit)
681-8080 x 410 (Inpatient)
La Posada
810 Capp St.
S.F.
285-0S1
0
*Mandala House
921 Lincoln Way
S.F.
664-
4876
MSC Psychological Services Corp. (CO - PD)
450 Stanyan St.
S.F. 94117
665-
4050
*Mt . Zion Child Outpatient
2356 Sutter St.
S.F. 94117
567-6600 x 251
(DV - 24-H)
94122
(MS - 24-H)
94110
(WS - OP)
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*N'ortheast Day Treatment
191 Golden Cate Ave.
S.F. 94102
864-0207
"Northeast Lodge
272 - 9th St.
S.F. 94103
626-2600
Oakes Children's Center
1348 - 10th Ave.
S.F. 94122
564-2310
OMI Family Center
2335 Ocean Ave.
S.F. 94127
334-4717
Odyssey House West
2157 Grove St.
S.F. 94117
3S7-2275
Operation Concern
24S5 Clay St.
S.F. 94115
563-0202
Patient's Rights
Advocacy Services
2525 - 24th St.
S.F. 94110
552-8100
Parent - Infant Neighborhood Center
1 Banncker Way, #B
S.F. 94102
621-4786
Progress House II
25 Beulah St.
S.F. 94 1 1
7
668-1511
Psychiatric Emergency Service
San Francisco General Hospital
1001 Potrero Ave.
S.F. 94110
821-8125
CNF - PD f, OP)
(NE - 24 -II & PD)
(CO - PD)
(DY - OP)
(WS - 24 -H)
(CO - OP)
(WS - PD)
(WS - 24-11)
(CO - OP)
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Southeast Tutorial Educational Program (SE - OP)
1525 Silver Ave.
S.F.
468-0456
94134
Psychiatric Inpatient Services (CO - 24-H)
San Francisco General Hospital
1001 Potrero Ave.
S.F.
821-8391 (Ward 7A)
821-5066 (Ward 7C)
94110
Recidivism Team
450 Stanyan St.
(WS - OP)
S.F.
668-4050
94117
Richmond Area Maxi Center (DV - OP)
3626 Balboa St.
S.F.
668-5955
94121
Rypins House
1405 Guerrero St.
(SE - 24-H 8 PD)
S.F.
647-3933
94110
St. Mary's Hospital Adolescent Inpatient (CO - 24-H)
450 Stanyan St.
S.F.
668-4050
94117
St. Mary's Hospital
450 Stanyan St.
(WS - 24-H 8 OP)
S.F.
66S-4050
94117
Satellite Apartment
2487 Harrison St.
(MS - OP)
S.F.
285-8100
94110
Satellite Apartment
785 San Jose Ave.
(MS - OP)
S.F.
2S5-S1 00
94110
Seniors' Unit/South of Market
42S Jessie St.
S.F.
777-3511
94105
(NE - OP)
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Shrader House
50 Shrader St.
(WS - 24-H)
S.F.
668-4166
94117
Silver Ave. Clinic
1525 Silver Ave.
(SE - OP)
S.F.
468-3664
94134
*Social Skills Center
501 Hayes St.
(WS - PD)
S.F.
863-6125
94102
Southeast Child-Family Therapy Center (SE - OP)
4190 Mission St.
S.F.
585-7755
558-5056
94112
*Southeast-Mission Geriatric Services (SE - PD § OP)
800 Potrero Ave.
S.F.
558-2656
94110
Survival Program
Conard House
2441 Jackson St.
(CO - OP)
S.F.
546-6380
94115
*Sunsct Day Treatment
1990 - 41st Avenue
Center (DV - PD § OP)
S.F.
664-1811
94116
*Sunset Outpatient Services (DV - OP)
1551 - 24th Ave.
S.F.
661-4400
94122
*Team I (MS - OP)
755 So. Van Ness Ave.
S.F.
558-5671
94110
253
*Tender Lion
(Traveler’s Aid)
38 Mason St.
S.F. 94102
781-6758
‘Tenderloin Clinic
251 Hyde St.
S.F. 94102
673-5700
Thunderseed Day Treatment Center
1910 Ocean Ave.
S.F. 94127
331-1818
Thunderseed Vocational Rehabilitation
1910 Ocean Ave.
S.F. 94127
335-1818
Twenty-Ninth St. Clinic
10 - 29th St.
S.F. 94110
648-1233
‘Westside Crisis Clinic
Mt. Zion Hospital
2415 Sutter St.
S.F. 94115
567-6000 X2631
‘West side Aftercare
1010 Gough St.
S.F.
474-7310
Program
94109-7697
(N’E - OP)
(NE - OP)
(DV - PD)
(DV - OP)
(SE - OP)
(WS - OP)
(WS - PD 8 OP)
‘Westside Geriatric
1010 Gouth St.
S.F.
864-1515
Program
94102
Westside Lodge
101 Gough St.
S.F.
864-1515
94102
Youth Guidance Center
375 Woodside Ave.
S.F.
731-5740 x 375
(WS - OP)
(WS-24-H 8 PD)
(OFS - OP)
94127
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COMMUNITY MENTAL HEALTH SERVICES MANPOWER FOR ASIAN AMERICANS
Introduction
the major objective of this study is to determine the extent and kind of
mental health manpower currently available to serve asian Americans in the city
AND COUNTY OF SAN FRANCISCO. WE ARE INTERESTED IN, FOR EXAMPLE, WHAT YOU DO,
the kinds of training you have received, what career pathways you went through,
AND WHAT KINDS OF BACKGROUND ARE SHARED BY ASIAN AMERICAN MENTAL HEALTH PROVIDERS.
this study is intended to increase our knowledge about mental health manpower
AND TRAINING AND LEAD TO IMPROVED TRAINING, SERVICES, AND MANPOWER FOR ASIAN
AMERICANS.
Instructions
PLEASE COMPLETE THIS FORM FOLLOWING THE INSTRUCTIONS PROVIDED IN EACH
SECTION. YOU DO NOT HAVE TO PUT YOUR NAME ON THIS SURVEY; HOWEVER, IF you WISH
TO DO SO, YOU MAY. ALL INFORMATION WILL BE RECORDED ANONYMOUSLY. NO INDIVIDUAL
(or agency) identifiable information will be reported.
WE ARE AWARE THAT IN THE RECENT PAST FEW MONTHS YOU MAY HAVE BEEN ASKED
TO PARTICIPATE IN SEVERAL SURVEYS FOCUSING ON MANPOWER, CLINICAL TREATMENT OR
TRAINING ISSUES. THIS survey FOCUSES SPECIFICALLY on MANPOWER AND TRAINING
ISSUES AS THEY APPLY TO ASIAN AMERICANS. A MAJOR EMPHASIS IS TO OBTAIN THE
KINDS OF INFORMATION THAT MIGHT BE USEFUL TO INFLUENCE TRAINING (FOR EXAMPLE,
UNIVERSITIES) AND MANPOWER DEVELOPMENT PROGRAMS (FOR EXAMPLE, INTERNSHIP TRAIN-
ING CENTERS). INFORMATION ON YOUR OWN EXPERIENCES AND TRAINING PATHWAYS IS
CRITICAL TO OUR EFFORTS. WE STRONGLY URGE YOUR PARTICIPATION BY FILLING OUT
THIS QUESTIONNAIRE. ON BEhALF OF MYSELF, THE RESEARCHER, THE ASIAN AMERICAN
COMMUNITIES SERVED BY YOU AND THE OTHER PROVIDERS, AND THOSE WHO ARE UNDERGOING
training now and in the futurf for mental health work, we appreciate your time
AND ASSISTANCE IN THIS MOST IMPORTANT SURVEY.
CONTINUED
TO
THE
NEXT
PAGE
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Please
Indicate
any
specific
language
abilities
(besides
English)
that
you
have
and
give
self-appraisal
of
your
level
of
skill
to
use
these
languages
In
coomunlty
and
counseling
work.
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October 28, 1982
Dear
I am pleased that you will participate in my study Community Mental Health
Manpower For Asian Americans . According to the 1980 census, the Aslan/Pacific
American population increased by 128% from 1.5 million in 1970 to 3.5 million,
the largest proportional increase of all minority populations. Since new immi-
grants and recent refugees constitute a large proportion of the individuals that
account for this growth, widespread concern has been voiced regarding the avail-
ability of personnel in order to meet the increasing mental health services of
this rapidly increasing population. This study focuses specially on the Asian
providers available and is intended to provide an indepth study on the number,
background, training and functions of Asian American mental health manpower in a
large urban city with more than 21% Asian population. The result of this study
will be helpful toward making mental health manpower projections and training
recommendations for the Asian American communities. I appreciate very much your
participation in this study. A summary of the finding will be sent to you.
Enclosed please find the questionnaire and an information sheet. 1 would
very much appreciate it if you will return the questionnaire to me within ten days
in the enclosed stamped envelope. If you have any questions, please feel free
to contact me at work (821-5077 ro 5065) or at home (285-9637).
Again, thank you for your time and participation.
El:ac
Enclosures
Appendix E
Information Sheet for Participation in Research
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Lee
'
3 le
!i
tUrer at University of California, San Francisco, isconducting a study to determine the extent and kind of mental health
manpower that is currently available to serve Asian Americans in the
!rrw
r3
n
C1SC0 area-
*
She 1S doing this studY as Part her researchat the University of Massachusetts, Amherst. If you agree to partici-pate, you will be asked to complete a questionnaire and possibly
answer questions in an interview on the telephone or face-to-face.
2. The information generated from this study is intended to increase
knowledge about mental health manpower and training for Asian Americans
and to lead to improved training, services, and manpower for Asian
Americans. A summary of the results of the study will be sent to you.
3. pie following conditions apply to the collection and safeguarding of
information collected by the study.
a. There are no anticipated risks in this study. However, your
participation may require you to answer some questions of a
personal nature. Some psychological discomfort may be felt
by you.
b. Approximately forty-five minutes will be required to fill out
the questionnaire. For participants who have a very bus-
schedule, participation in this study may appear quite lengthy
and may be somewhat an inconvenience.
c. All information will be recorded anonymously
. No individually
(or agency) identifiable information will be reported.
d. Although several of the items on the questionnare are marked
"optional", you may refuse to answer any questions in this study.
e. If your agency or work unit does not serve a significant number
of Asian American, you are not expected to answer several of the
items on the questionnaire related to your work with this population.
f. Please use the backs of any of the paper of this questionnaire if
you need more space.
g. Your participation in this study is strictly voluntary
. You may
refuse to be in the study, and you may withdraw vour participation
in this study at any time.
If you have any questions about this study, you may obtain more information
by calling Evelyn Lee at 821-5077 at work, or 285-9637 at home.
5. If you voluntarily consent to a follow-up interview to this questionnaire,
please provide me your name and telephone number below. Records of your
name and telephone number will be destroyed once the interview data has
been coordinated with the questionnaire data.
Name Telephone
Appendix
F
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APPENDIX G
Major Items and Locations in Questionnaire
Location in
Questionnaire
Page Item
A. Principal Work Activities
1. Current job position title 1 1
2. Location of principal worksite 1 2
3. Primary function 1 3
4 . Length of employment 1 4
5. Employment status 1 5
6. Work week hours 1 6
7. Type of work activities 2 6d
8. Other types of mental health
related work 2 6e
B. Professional Pathway and Work History
1. Years in mental health 3
2. Type of license or certificate 3
3. Factors contributing to the decision
to work with AAPA 3
4. Single most important factor 3
5. Mental health experience pathway 4
C. Educational and Training Background
1. Highest degree earned
2. Degree expected by employers
3. Formal educational background
4. Internship , field replacement or
residency training
5. Factors in selecting highest
degree program
6. Factors in selecting field work
program
7. Ethnic-minority content
8. AAPA content
9. Ethnic-minority faculty
10 . Direct work experience wi-th ethnic
minority and AAPA clients (total)
11. Direct work experience with ethnic
minority and AAPA clients (final
field work)
12. Ethnic-minority supervisors
13. Student composition
2
5
3
4
1
2
3
4
5
6
7
8
9
10
11
12
13
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Location in
Questionnaire
Page Item
D. Interests, Previous Experiences and
Skills in Task Areas
1 . Degree of interest and openness 8 la
2. Previous work experiences and lb/
degree of competence and skill 8 lc
3. Self-assessment of skill and
language abilities 9 2&3
Background and Demographic Characteristics
1 . Age 10 1
2. Sex 10 2
3. Birthplace (self) 10 3
4 . Birthplace (parents) 10 4
5. Ethnicity 10 5
6. Years in United States 10 6
7. Number of siblings 10 7
8. Birth order 10 8
9. Father's occupation 10 9
10. Mother's occupation 10 10
11. Parents ' education 10 11
12 . Language used at home (elementary
school
)
10 12
13. Language used at home (high school) 10 13
14 . Language used at home (college) 10 14
15. Numbers in household 10 15
16. Ethnic background of peers (pre-
college) 10 16
17. Ethnic background of current
friends (college and graduate school) 10 17
18. Ethnic background of current
friends 10 18
19. Marital status 10 19
20 . Ethnic background of spouse 10 20
21. Number and age of children 10 21
22 . Salary 10 22
FIGURES
271
Figure A
272
PACIFIC OCEAN
COMMUNITY MENTAL HEALTH CENTERS IN SAN FRANCISCO
Source: Richmond Area Multi-Service, Inc
RICHMOND MAXI-CENTER
DISTRICT V COMMUNITY MENTAl HEAtlH CENTER
3626 8AIBGA SHEET
SAN ERANCISCO. CAIKORNIA 94171
14151 668 5955 273
Figure B
RICHMOND DISTRICT
(HEALTH DISTRICT BOUNDARIES)
ACTUAL AND ESTIMATED POPULATION STATISTICS
1970 1975 1930 i
q
POPULATION'S Actual
Population X
Estimated
Popul ation X
Estimated
Population z
Total 55.386 100 57,632 ' 100 60,900 100
Asian 13,843 25 19,956 1£ 1* 28,700 *7.1
Chinese 8,131 14.7 13,136 22.8 20,050 32.9
Japanese 3,368 6.1 3,908 /. 6.8 4,480 7.4
Pilipino * 2,039 3.7 2,561 4.4 3.380 5.6
Other Aa ian
* 296 0.5 451 0.8 790 1.3 1
*N0Tli : Pilipinos and Other Asians are probably underestimated
because of later immigration patterns.
SOURCE: 1970 Census
PROGRAM
STRUCTURE;
RICHMOND
AREA
MULTI-SERVICES,
INC.
(RAMS)
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Figure
11:
Measurement
Model:
Richmond
Maxi-Center
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